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MODERN PHARMACY AND THE MEDICAL PROFESSION* 


Howarp C. Newton, Px.D.+ 


BOSTON 


T is unique in the meetings of your society for 

a representative of the pharmaceutical profession 
wo address it. It was only a little more than a 
year ago — April 6, 1942, to be exact — that for the 
first time the American Medical Association and 
the American Pharmaceutical Association met in 
joint conference at Cleveland to discuss their 
mutual problems. It is, I believe, this conference 
that has led to the recent fuller recognition of the 
value of co-operation between the organizations 
of the two professions. Medicine and pharmacy 
have many common objectives, all revolving 
about the central theme, the preservation of the 
public health. Active co-operation of the profes- 
sions will surely aid in accomplishing these ob- 
jectives. 


There is evidence that indicates the concern of 
each profession for the work of the other in their 
early days in Massachusetts. It is interesting to 
learn that the first pharmacist to locate in Massa- 
chusetts, Giles Firmin, was the father of the 
physician who delivered the first medical lectures 
in this locality. 

Giles Firmin, Sr., came to this colony in 1633 
from Sudbury, England, where he had practiced 
as an apothecary. His son, Giles, Jr., had come 
to this country in 1632 to practice medicine. The 
father was a valued member of the new commu- 
nity, serving as a selectman and as a deacon of the 
Boston church. His service was not long, however, 
as in less than a year he became ill and died. 

Giles Firmin, Jr., practiced his profession in and 
around Ipswich, and it was he who delivered the 
first lectures in anatomy to students in this coun- 
ity. After some seven years of medical practice 
he decided that it was not sufficiently lucrative, so 
€ undertook the study of theology. He wrote 
to John Winthrop about this decision, “I am 
Strongly sett upon to studye divinitie, my studies 
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else must be lost; for physick is but a meene help.” 
It is recorded that he completed his studies in 
theology and returned to England, where he 
was ordained and settled as a rector. It is not 
recorded whether he found this occupation suf- 
ficiently lucrative, but presumably he did. 


A study of the history of Massachusetts in the 
time of the Firmins reveals that pharmacy, medi- 
cine and theology were all highly regarded pro- 
fessions practiced by leaders in the community. 
The limitations of the practice of each profession 
were not sharply defined, and in those early times 
it seems that the pharmacists practiced medicine 
as well as pharmacy, the physicians practiced 
pharmacy as well as medicine, and the ministers 
practiced all three. The point to be emphasized 
is that the professions of pharmacy and medicine 
were very close to each other in these early days 
of Massachusetts. 


If one continues to peruse the local history of 
the two professions, one discovers that the Mas- 
sachusetts Medical Society made an outstanding 
contribution to pharmacy when on October 3, 
1805, it voted to prepare a pharmacopoeia, which 


was published three years later. This was un- 
doubtedly one of the events that stimulated the 
work resulting in the publication of the first edition 
of the United States Pharmacopoeia in December, 
1820. The present twelfth revision of this pub- 
lication is a striking example of accomplishment 
through the co-operation of the two professions. 
The greatly increased interest in drugs and 
medicines and in uniform standards for them that 
accompanied the publication of the first United 
States Pharmacopoeia resulted in another impor- 
tant step in the progress of pharmacy in Mas- 
sachusetts — the founding of the Massachusetts Col- 
lege of Pharmacy in Boston in 1823, the second 
such institution to be established in this country. 
This created a substantial basis for the future 
progress of the profession. Dr. Ephraim Eliot was 
the dynamic organizer and the first president of 
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the institution, which was to become the largest 
college of pharmacy in the world. 

In both medicine and pharmacy, education and 
training at that time were accomplished by the 
apprenticeship system. It was many years before a 
formal course of instruction was required for ad- 
mission to their practice. This apprenticeship sys- 
tem, which may have been excellent in its time, 
became outmoded with the tremendous advances 
in the field of science. The professions in Massachu- 
setts were slow in realizing this, and both medi- 
cine and pharmacy suffered from such tardiness 
in recognizing the obvious means by which they 
could continue to meet their obligations to the 
public. Medicine finally saw what should be done, 
and made the completion of a standard medical 
curriculum the minimum requirement for admis- 
sion to its practice. Just at that point medicine 
in Massachusetts began to outdistance pharmacy, 
which until very recently has been forced to pro- 
ceed without any such requirement. This has 
brought about the present condition in which we 
find that approximately half the practicing phar- 
macists of Massachusetts have not had the advan- 
tage of a good professional education and training 
in an accredited college of pharmacy. The “poor 
boy” or “Abraham Lincoln” argument has always 
been used to influence legislators to keep the re- 
quirements for admission to pharmacy as low as 
possible, in fact the lowest in the United States. 

I cannot refrain from chiding the medical pro- 
fession for its failure in past years to aid in securing 
sound legislation in the field of pharmacy. It was 
not until 1941 that .a law was enacted that makes 
graduation from an approved college of pharmacy 
a prerequisite to admission to the licensing exam- 
inations. And even at that late date, at the public 
hearing held on the proposed legislation, a prom- 
inent member of the medical profession appeared 
against its enactment. The effective date of this 
law has not been reached, but it is to be hoped 
that the medical profession now recognizes the 
value of such legislation and will do all that it 
can to encourage its enforcement. 

You may well ask how it is that without the 
benefit of favorable legislation the Massachusetts 
College of Pharmacy has been able to progress 
through the years and to become the largest col- 
lege of pharmacy in the world. There are many 
reasons for this, but perhaps the most spectacular 
one is to be found in the biography of a promi- 
nent citizen of Boston. 

It was during one of the final years of the Civil 
War that a seventeen-year-old boy whose father 
had been killed in the war came to Boston from 
the little town of Acton in search of a job. He 
was hired as office boy and clerk by the drug firm 
of Weeks and Potter. Showing remarkable ability 


Sept. 30, 1943 


and industry, he earned promotions rapidly, and 
in some nine years he became a member of the 
firm. His unusual business talent and keen judg. 
ment soon led him to organize the Potter Drug 
and Chemical Corporation, of which he became 
president. Meanwhile his investments in Boston 
real estate had grown until he became the city’s 
largest taxpayer’ His company became an inter. 
national organization, and its products under the 
name of Cuticura were known in all parts of the 
world. This man, as you have doubtless  sur- 
mised, was George Robert White. 


In 1916, when the Massachusetts College of 
Pharmacy had outgrown its quarters at the corner 
of St. Botolph and Garrison streets, its alumni 
started a campaign for funds for a new building. 
Mr. White was interested in this campaign and 
its objective and, realizing that his great fortune 
had originated in the pharmaceutical field, he first 
subscribed $50,000 to the fund. Then, when the 
alumni had subscribed some $50,000 more, he be- 
came enthusiastic over the possibilities of the proj- 
ect and volunteered to assume the whole cost of 
the building. His offer was accepted and he per- 
sonally supervised the construction of the main 
building of the college on Longwood Avenue, 
which reflects his artistic taste throughout its halls 
of marble and bronze. This building cost Mr. 
White somewhat more than $850,000. 

In order that this fine structure might be per- 
manently and properly cared for, Mr. White do- 
nated a valuable piece of downtown business prop- 
erty, the income from which could be expected to 
be ample for this purpose. Mr. White was not 
married, and when he died much of his fortune 
was left to his sister, Mrs. Bradbury. When Mrs. 
Bradbury died, she bequeathed $1,000,000 to the 
college to aid in ensuring that her brother's gift 
should be maintained and operated as he wished 
it to be. Thus the Massachusetts College of Phar- 
macy became the most richly endowed college of 
pharmacy in the world and has been enabled to 
offer superior courses of instruction at a moderate 
cost to its students. It has made it possible for the 
poor boy as well as the boy of financial means to 
secure an excellent education and training for the 
practice of pharmacy. 

Pharmaceutical education has made marked and 
substantial progress during the last twenty-five 
years, leaving behind it the outgrown apprentice: 
chip and preceptorship, just as did medical educa- 
tion in previous years. The regular undergraduate 
curriculum of the colleges of pharmacy, as the re- 
sult of long, careful study and development, ” 
now one of four years and of at least thirty-two 
hundred hours of intensive classroom and labora- 
tory work. The outline of the curriculum 1s fe 





Vol. : 


visec 
ceutl 
as a 
The 
func 
fessic 
Ph 
agen 
healt 
avail 
medi 
treat 
ploye 
order 
mode 
phar: 
place 
tories 
tion 
sands 
dispe 
requi 
colle 
for it 
schoo 
has b 
respo 
Fir: 
of kr 
who 
curric 
inorg: 
chem 
metri 
These 
studet 
good 
ence j 
course 
teriolc 
macos 
which 
sclenc 
Fourt! 
course 
divisic 
medic 
the tit 
the cu 
course 
major 
course 
able ¢] 
torily. 
A sg 
the ba: 
the pre 
all stat 





Vol. 229 No. 14 


yjsed and published under the title, The Pharma- 
ceutical Syllabus, and this is respected by educators 
3s a work that is based on an excellent foundation. 
The content of the curriculum has been derived 
functionally from a study of the needs of the pro- 
fession. : 

Pharmacy today is one of the most important 
agencies engaged in the preservation of the public 
health. Its responsibility is to prepare and make 
available all the medicines, new and old, that the 
medical profession may require in the scientific 
treatment of disease, or that may be safely em- 
ployed by the public as household remedies. In 
order to discharge this responsibility, a tremendous 
modern industry has been established requiring 
pharmacists educated and trained to take their 
places in manufacturing plants, research labora- 
tories and governmental inspection bureaus, in addi- 
tion to the distribution outlets such as the thou- 
sands of drugstores, the hospitals and the public 
dispensaries. The modern practice of pharmacy 
requires a modern education and training in a 
college of pharmacy that has adequate facilities 
for its work, comparable to those of the medical 
school in its field. The pharmaceutical curriculum 
has been developed with full consideration of these 
responsibilities and requirements. 

First, it is recognized that a good background 
of knowledge of chemistry is essential for those 
who would practice pharmacy intelligently. The 
curriculum provides for this with full courses in 
inorganic chemistry, organic chemistry, analytical 
chemistry, qualitative and quantitative, both gravi- 
metric and volumetric, and finally biochemistry. 
These courses constitute, a major subject for the 
student. Secondly, it is recognized that an equally 
good background of knowledge of biological sci- 
ence is necessary. This is furnished through full 
courses in zoology, botany, physiology and _bac- 
teriology. Thirdly, there are the courses in phar- 
macognosy, pharmacology and public health, in 
which the knowledge of chemistry and the biologic 
sciences is applied directly to the study of drugs. 
Fourthly, the curriculum has a large group of 
courses that apply all the previously mentioned 
divisions of knowledge to the actual preparation of 
medicines. These are the courses designated under 
the title of pharmacy, with dispensing pharmacy as 
the culmination of all of them. This group of 
courses, as would be expected, constitutes another 
major subject. Finally, there are included sufficient 
courses in English, physics and mathematics to en- 


- the student to carry on his studies satisfac- 
torily. 


Poe who completes this curriculum has 
€ basic education and training required to enter 
« Practice of the profession, but in addition nearly 


a : 
Il states require at least a year of supervised prac- 
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tice or internship before entrance to the state li- 
censing examinations. The student who wishes to 
specialize in some particular phase of the practice 
may continue his studies in the colleges, take grad- 
uate courses, engage in research and earn the high- 
est of graduate degrees. 

Even from this brief résumé of the principal fea- 
tures of the pharmaceutical curriculum, it may be 
readily concluded that modern pharmaceutical ed- 
ucation is comprehensive, carefully planned and 
worthy of the profession for which it prepares 
practitioners. Further, it may be concluded that 
these practitioners are educated and trained to as- 
sume their share of the great responsibility of those 
engaged in the preservation of health. 

More than ever before, the profession of phar- 
macy is prepared to render the following services 
that are of particular interest to the members of 
your society: to have available in every com- 
munity an adequate supply of high-standard drugs 
and medicines; to have available the knowledge, 
skill and equipment necessary for the extempora- 
neous preparation of medicines prescribed by the 
medical profession; to have available such a knowl- 
edge of the drugs and medicines that, through 
proper advice, the dangers of misuse may be 
averted; to have available accurate and reliable in- 
formation about public health; to participate in 
research so that new and improved medicinal 


_ agents may be made available to the medical pro- 


fession. 


It is on this last division of service that I should 
like to comment briefly. When one thinks of re- 
search, one is inclined to think of the great foun- 
dations devoted to it or of the large manufactu- 
rers’ laboratories that have come into prominence in 
this field. Seldom does one dwell on the possi- 
bilities of research in connection with the everyday 
dispensing of prescribed medicines. Yet this form 
of research, so helpful to the physician and his 
patient, is a part of the service that modern phar- 
macy provides, as well as the major research of the 
large laboratories. 

In order to acquaint the members of your so- 
ciety with the scope of this service, the Massachu- 
setts State Pharmaceutical Association, with the co- 
operation of the Massachusetts College of Phar- 
macy, is conducting a professional exhibit at this 
meeting where you may see some of the results 
of this work. In it you may have observed how 
a sticky, black tar ointment may be prepared so 
that it can readily be removed from the skin with 
warm water, when its removal is desirable. You 
may have seen how the ordinary sulfur lotion can 
be prepared so that the particle size of the sulfur 
is extremely small and the chemical is thus made 
more effective. You may have tasted or tried the 
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odor of syrup of orange so prepared that it has the 
attractive, aromatic qualities of the fresh fruit. 
You may have noticed the solutions for the eye, 
prepared so that they are isotonic with lachrymal 
secretions and thereby more satisfactory for use. 
You may have seen a group of medicines made 
so that the diabetic patient can take them without 
difficulty. All these and other medicines in this 
exhibit are the results of pharmaceutical experi- 
mentation and research in connection with the im- 
provement of medicines that you may frequently 
prescribe. 

Colleges of pharmacy are offering this service 
and are educating and training their students so 
that they may provide it for the medical profes- 
sion. Through refresher courses, the colleges are 
also endeavoring to inform practicing pharma- 
cists of the improvements in compounding that 
have been discovered, so that they may make use 
of them. 

* %** * 

In this brief outline of some of the features 

of modern pharmacy I have attempted to take 
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you “behind the scenes” of the practice, showing 
you some of the factors that have retarded - 
progress and some that have aided it. I have en- 
deavored to show you the objectives of the prac- 
tice and the nature of the preparation of the prac- 
titioners who are expected to accomplish these 
objectives. 1 have told you of these things be- 
cause unfortunately they are not obvious even to 
many within our own profession. But there are 
strong forces at work in the right direction, and 
this direction is definitely toward true co-operation 
in the preservation of the public health. 

With more: than 20 per cent of the members of 
both our professions in military service, the care 
of the civilian population is a job that can be well 
done only by co-operative effort; and the same is 
true of the planning for their care in the postwar 
period. Both the present war and the future peace 
dictate the necessity for full co-operation among 
the medical and related health services. 

To the professions of medicine and pharmacy in 
Massachusetts I commend the motto Alterum alter- 
ius auxilio eget |Each needs the help of the other] 





STUDY ON EFFECTIVENESS OF DIETARY CONSULTATION* 
Hersert T. Kerry, M.D.,7 anp Myrtie Suepparp, A.B.t 


PHILADELPHIA 


— study was undertaken in 1942 among 
private patients in order to determine the ef- 
fectiveness of dietary consultation in the correction 
of poor habits of diet. Eighty-five adult patients, 
both male and female, of varying ages, selected at 
random, were chosen for study. 

For each of the patients, there was compiled a 
dietary history that included a record of food hab- 
its, dislikes, intolerances and cravings. In addi- 
tion, each patient was instructed to record his 
weekly food intake at two different periods. The 
purpose in having these two questionnaires filled 
out was, first, to determine the value of dietary 
consultations and, second, to study food habits. 
The questionnaire contains a detailed list of types 
of food, with spaces for the kind and amount for 
each meal, as well as blanks for food and drinks 
taken between meals. Notes explain how the 
amounts are to be recorded, and additional ques- 
tions cover how foods such as meat, fish, eggs 
and vegetables were prepared and what amounts 
of salad dressing were used. Each patient was 


*This study was made possible by a grant from the White Laboratories, 
Incorporated, Newark, New Jersey. 

TAssociate in medicine, Graduate School of Medicine, University of 
Pennsylvania; physician-in-chief, Department of Medicine, Urologic Clinic; 
associate visiting physician, Presbyterian Hospital. 

$Research nutritionist, Urologic Clinic. 


given seven such sheets, one for each day, on 
which to record dietary intake during one week. 
The first questionnaire was given to the patient 
at his first visit, and he was shown how to fill 
it out, meal by meal. When the patient returned 
the completed food questionnaire, it was reviewed 
with him, with careful attention to whether the 
food intake was recorded properly. The patient 
was then given a proper diet, adapted to his needs 
and based on the dietary pattern revealed in his 
week’s record. In other words, we used as the 
building stones for the new diets the former good 
food habits and, whenever necessary, substituted 
good food habits for the faulty ones. 

A few weeks later, the patient was given the 
second questionnaire, which he was requested to 
keep for one week, as he had done previously, re- 
cording everything consumed even if all sugges 
tions for dietary improvement had not been fol- 
lowed. When this was returned, dietary sugges 
tions were again made to the patient. It 1s 
teresting that, in the case of the second ques 
tionnaire, the patients were not nearly so C0 
operative as with the first. Many were —_ 
to record their weekly food intake for a secon 
time, an attitude that we interpret as a challenge 
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to improve our technic and means of approach, so The dietary records were computed to determine 
that patients will appreciate an opportunity to their values in protein, calories, vitamins, calcium, 
have a second review. of their diets. phosphorus, iron, acid-base, fiber and water. The 

In this study, inasmuch as the food consumed method used in scoring the diets was the same as 


was not weighed but expressed in household meas- reported in our previous study." We did not com- 


Tasie 1. Dietary Findings among 85 Patients, before and after Consultation. 














———— 
BEFORE AFTER Berore AFTER 

Dietary FINDING CONSULTATION CONSULTATION DieTary FINDING CONSULTATION CONSULTATION 

NO. PER- NO. PER- NO. PER- NO. PER- 

OF CENT- OF CENT- OF CENT- OF CENT- 

‘ CASES AGE CASES AGE CASES AGE CASES AGE 


Deficiency of protein: Deficiency of calcium: 


Less than 10% 
10-19% 
20-29% 
30-39% 
40-49% 
50% or more 


Deficiency of calories: 
Less than 20% 
20-29% 

30-39% 
40-49% 
50% or more 


Excess of calories: 
Less than 20% 


Deficiency of vitamin A: 
Less than 10% 
10-19% 

20-29% 
30-39% 
40-49% 
50% or 


Deficiency of vitamin B,: 
Less than 10% 
10-19% 

20-29% 
30-39% 
40-49% 


50% or more 


Deficiency of riboflavin: 
Less than 10% 
10-19% 

20-29% 
30-39% 
40-49% 


50% or more 


Weekly range of niacin: 


Less than 35 mg. 
35-69 mg. 


70 mg. or more 


Deficiency of ascorbic acid: 


Less than 10% 
10-19% 
20-29% 
30-39% 
40-49% 


*, 
50% or more 
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Deficiency of water: 
Less than 20% 


Excess of water: 


Less than 20% 
20-29% 
30% or more 


Deficiency of fiber: 
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pute the dietary amounts of fat and carbohydrate, 


ures, the dietary findings are not completely ac- 
curate and are approximated. However, we be- or of minerals and vitamins, other than those for 
lieve we have obtained a true picture of each pa- which human requirements have been established, 
tient's dietary pattern. since the Food: and Nutrition Board of the Na- 
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tional Research Council has not recommended op- 
timum daily allowances for these nutrients. 

We then classified the data on these 85 patients 
to determine how many diets were deficient, be- 
fore and after consultation, in protein, calories 


Percentage 
of Patients 
with 
Deficiencies 


100 - 

















Pro- Ca- Ca- Vita- Vita- Ribo- As- Cal- 
tein lor- lor- min min flavin corbic cium 
De- ic ic A B, De- Acid De- 
ficien- pe Ex- De- De- ficien- De- ficien- 
cy ficien- cess ficien-  ficien- cy ficien- cy 
cy cy cy cy 
Ficure 1. 


and so forth (Table 1). In the case of niacin (nic- 
otinic acid), we have merely given the number of 
diets that fell into certain numerical ranges, since 
data are not available for the niacin content of all 


foods. 


RESULTs 


Figure 1 illustrates the improvement in diets after 
consultation. In all but 8 cases the final dietary 
pattern was better than the original. Four of the 
patients whose dietary pattern was not improved 
by consultation were on reducing and diabetic 
diets and failed to adopt the dietary recommenda- 
tions because of previous alcoholism and a craving 
for rich desserts. Another patient had a respira- 
tory infection and could not follow the sugges- 
tions; another, who had cerebral arteriosclerosis, 
did not understand the therapeutic diet; still an- 
other was emotionally disturbed and had phobias 
regarding the consumption of rare meat (one of 
the “high-emotional foods”), and of vegetables 
unless puréed; and the remaining patient was old, 
with an unchangeable dietary pattern that included 
the consumption of too few vegetables and too 
much alcohol. 

Interesting was the fact that the male patients 
co-operated more than did the female patients in 
submitting the second set of questionnaires. More- 
over, those who were intent on gaining weight 
seemed to follow more of the dietary suggestions 
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than did any other group, probably because they 
had been chronically ill and wished to correct their 
inefficiency in the daily pursuit of their duties, 
We also considered it worth while to determine 
from the two series of questionnaires how many 


Percentage 
of Patients 
with 
Deficiencies 
> 10 
& Before Consultation 
Oo After Consultation 
, 4 














Phos- Iron Wa- Wa- Fi- Fi- Eat- Unequal 
pho- De- ter ter ber ber ing Distri- 
rus ficien- De- Ex- De- Ex- be- _ bution 
De- cy ficien- cess ficien- cess tween of Food 

ficien- cy cy Meals between 
cy Meals 


Dietary Pattern before and after Consultation. 


patients daily consumed a pint of milk, one serv- 
ing of meat and so forth (Table 2). In short, we 
were interested in knowing how many patients’ 
diets conformed to the dietary yardstick of the 











Tas_e 2. 
BEFORE AFTER 
CONSULTATION CONSULTATION 
CONSUMPTius NO. PER- NO. PER- 
OF CENT- OF CENT- 
CASES AGE CASES AGE 
1 pint of milk daily........ 28 = 33 68 80 
1 serving of meat, fish or poultry ss 
NE fo sxx clicor titi ates . 61 72 789 


2-3 slices of whole wheat or en- 
ricked bread (or its equivalent 


in cereal) daily.......... j 24 28 73 = 86 
2-3 tbsp. of butter, cream or for- : al 
tified oleomargarine daily 532 69 
2 servings of vegetables daily...... 66 =—«78 82 96 
2 servings of fruits (one citrus) - ~ we 

CR oad bee eLe Cae Saale 57 ¢ Py 3s 
SS OBES. WHEE v.66 sso cei cne ovens 42 5 6 4 
More than 1 cup of coffee or tea . ie _ “ 

DRS. 0 ae'ys won bad tien sdtecrees 50 59 ” : 
Alcohol: ragalarly ..cscsccecseceses 14 V7 4 be 
Many rich desserts ........se+ee00> 45 53 “3 

a 





Food and Nutrition Board of the National Re- 
search Council, as well as determining several 
other points of general import. 

The various reasons why our patients did not 
eat enough of the essential nutrients include aller- 
gies, ignorance of the importance ol particular 
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foods, indigestibility of a food, constipating or 
liyative effect of a food, adherence to food fads, 
supposition that certain foods are fattening and so 
forth. 

In this respect, the survey made by the Com- 
mittee on Food Habits” regarding reasons for lack 
of consumption of meat is pertinent. Twenty-one 
per cent of 5200 subjects questioned, representing 
1 cross section of Americans, thought meat hard 
to digest; 50 per cent thought some or all meat 
fattening. 

Likes and dislikes of foods are influenced by 
economic background, esthetic training, tradition- 
al conflicts, national, regional, religious and age 
differences and differences in child-training.* Why 
certain persons like one kind of food that is dis- 
liked by others is a matter that should concern 
the clinician and nutritionist interested in improv- 
ing the nutritional status of those whom they en- 
counter. 

Even though 8 of the patients studied did not 
respond well to nutritional suggestions, the results 
may be considered good, for in 77 of 85 subjects 
dietary improvement followed consultation. It is 
significant that the patients were adults of vary- 
ing ages many of whose food habits had existed 
for a long time, since most adult eating habits are 
extensions of habits formed in earlier years, usu- 
ally in childhood. According to Dorcus,* “Why 
one eats or does not eat certain foods and how 
these habits are modified are questions that raise 
problems having ramifications that lead ultimately 
into at least five distinct fields of psychology — 
physiological, social, comparative, abnormal and 
that concerned with the process of learning.” To- 
day the clinician, being more and more concerned 
with the psychology factor —since psychogenic 
disturbances cause so many ills — should record the 
patient's food dislikes and intolerances and _at- 
tempt to discover whether the cause is somatic or 
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psychologic. In endeavoring to change food hab- 
its, one should realize that the selection of food is 
determined by its taste, by its ability to meet a phys- 
iologic need and by its novelty. 


The results of this study show the importance 
of the patient’s keeping a dietary record that will 
be reviewed by the physician. We do not consider 
it important that a second set of questionnaires be 
submitted. From time to time, it may be worth 
while for the physician to check the patient’s diet 
to make certain that the changes previously sug- 
gested have been put into practice. In fact, such 
periodic interrogation doubtlessly acts further to 
encourage patients to correct faulty food habits. 


SUMMARY AND CONCLUSIONS 


In this study of 85 private patients the prevalence 
of dietary deficiencies was compared before and 
after dietary consultation, in order to determine 
the effectiveness of consultation and to study the 
food habits of the patients. In all but 8 cases the 
dietary pattern was improved after consultation. 
In spite of a second dietary check-up, however, 
there were still many dietary deficiencies, although 
the number had decreased considerably. Inter- 
estingly, the patients who were underweight were 
the most co-operative of all those studied. 


Although this study was done on only 85 pa- 
tients, we are convinced that dietary consultations, 
with check-ups from time to time, are advisable in 
formulating a good basic diet and in substituting 
good food habits for faulty ones. 
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NY drug whose therapeutic efficacy has been 
discovered, discredited and rediscovered** 
for forty years, and which is today widely used 
but is not yet included in New and Nonofficial 
Remedies, bears careful scrutiny, especially since 
its pharmacology is a subject of some dispute.’ 
Our experience with potassium sulfocyanate thera- 
py covers the past thirteen years.” Without ref- 
erence to blood levels, the drug when first used 
was cautiously pushed to obtain a hypotensive ac- 
tion. A satisfactory fall in the blood pressure was 
regularly obtained in about a third of the patients 
under well-controlled conditions.®> By careful fol- 
low-up, toxic reactions were kept minimal in num- 
ber, although they were at times severe in single 
cases. The hypotensive action was dependent on 
continuous exhibition of the drug. Because of 
the inconvenience of meticulous follow-up and 
the less than 50 per cent hypotensive effectiveness, 
potassium sulfocyanate was not regularly used un- 
til Barker* and Wald® pointed out the possibility 
of controlling the relation between toxic and thera- 
peutic effects by following the blood cyanate level. 

During the past five years we have followed 
100 patients on sulfocyanate therapy for periods 
varying from a few months to four years. The 
sex distribution was 62 females and 38 males. The 
age range was from thirteen to sixty-eight years, 
61 per cent of the patients being between thirty 
and fifty years of age and 20 per cent between fifty 
and sixty years; 12 per cent were under thirty, and 
7 per cent were over sixty. 

The patients were classified as Grade I (41 per 
cent), Grade II (37 per cent), Grade III (14 per 
cent) and Grade IV (8 per cent), on the follow- 
ing basis: 


Grade I (early or mild): There is variable hyper- 
tension, the blood pressure ranging from 150 to 200 
systolic and from 100 to 120 diastolic, in 23 per cent 
of cases falling to normal levels (140 systolic, 90 diastolic, 
or less) with rest or sedatives, and occasionally under 
stress going above the limits noted. The fundi show 
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minimal, if any, changes, as represented by narrowing 
of arterioles. The heart or kidneys show minimal, if any, 
changes. 

Grade II (moderate): There is variable hypertension, 
the blood pressure ranging from 170 to 250 systolic and 
from 110 to 130 diastolic, usually at the lower levels, 
occasionally even lower, but in 11 per cent of cases falling 
to normal with rest or sedatives. The fundi show arterio- 
venous compression, narrowing, and caliber changes in 
the arterioles. The heart shows slight enlargement or 
prominence in the region of the left ventricle up to mod- 
erate enlargement, but no symptoms or signs of actual 
or impending failure. The urine shows no change or 
a slight grade of albuminuria and minimal numbers of 
formed elements in the sediment. The renal function is 
normal or slightly impaired by concentration and intra- 
venous phenolsulfonephthalein tests. 

Grade III (late benign): There is variable hyperten- 
sion, with the blood pressure almost always over 170 
systolic and 110 diastolic, but in 8 per cent of cases falling 
to normal ‘levels. The fundi show arteriovenous com- 
pression, caliber changes in the arterioles, wide light re- 
flexes and exudates or hemorrhages in the retinas. The 
heart is usually enlarged, often with symptoms of con- 
gestive or anginal failure. The urine often shows albumin 
and casts. The renal function is often impaired, but 
actual failure (uremia) is unusual. Cerebral accidents 
sometimes occur. This grade of hypertension is as a rule 
of many years’ standing. 

Grade IV (malignant): The blood pressure, especially 
the diastolic, is usually very high. The symptoms are 
often of recent onset in a patient almost always under 
fifty and often under forty, the cardinal signs being 
edema of the optic disks, with or without exudate and 
hemorrhage. Cardiac enlargement and congestive or 
anginal heart failure are often present. Renal impairment 
and failure are common. 


All studies were completed at the initial and 
subsequent visits during the first one to three 
months. During this time therapeutics was con- 
fined to rest, mild sedation, — usually 14 gr. of 
phenobarbital four times daily, — diet — often re- 
stricted fat and salt—and simple psychotherapy. 
The last cannot be stressed too much. Close interest 
was taken in the patient’s problems and future. 
Rather than a brief, general reassurance, an attempt 
was made to instill doubt into the patient's minds 
about the fears for his future with which he had 
been as a rule preoccupied. An optimistic and hope- 
ful, attitude on the part of the physician usually en- 
gendered the same attitude in the patient. These 
efforts in 40 per cent of the cases resulted in a 
fall of 10 to 50 in the systolic pressure and 10 to 
30 in the diastolic pressure. 
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After this initial period of rest, sedative, diet 
ind psychotherapy, potassium sulfocyanate (5 gr. 
one to three times daily) was prescribed, and the 
blood level was checked at weekly to monthly in- 
tervals and, after an established tolerance, once in 
one to three months. Toxic reactions were care- 
fully explained, the usual ones being written down 
for the patient’s reference. 

Taking the group as a whole, an excellent hypo- 
tensive action (a fall in blood pressure to below 
150 systolic and below 100 diastolic) was obtained 
in 12 per cent of the cases. A sustained decrease 
of 30 to 50 systolic and 20 to 30 diastolic was ob- 
tained in an additional 16 per cent. Thus, 28 
per cent of the cases showed a definite hypotensive 
ution in addition to any fall as a result of diet, 
rest, sedatives and psychotherapy during the initial 
period. A hypotensive effect was more frequent in 
females (32 per cent) than in males (21 per cent). 
The favorable effects occurred in the different 
grades of hypertension as follows: Grade I: 14 of 
41 patients (34 per cent); Grade II: 8 of 37 pa- 
tients (21 per cent); Grade III: 3 of 14 patients (21 
per cent); and Grade IV: 3 of 8 patients (38 per 
cent). 

The most notable observation in this series was 
the additional symptomatic improvement from po- 
tassium sulfocyanate therapy after the usual regime 
of rest, diet, sedative and psychotherapy. This 
symptomatic improvement occurred in 53 per cent 
of the cases, and was greatest in Grade I hyperten- 
sion. The commonest symptom and the one most 
effectively relieved was headache, usually hemi- 
crania of the migraine type. Often intractable 
headache unaffected by other measures was brought 
under control. Other subjective sensations re- 
lieved were dizziness, lightheadedness and faint- 
ness, such relief being accompanied by an im- 
provement in well-being. 

Approximately 20 per cent of the patients ex- 
hibited toxic effects, for the most part mild, the 
‘emales showing such effects in a higher percent- 
age (28 per cent) than the males (17 per cent). 
Patients were repeatedly instructed to omit the 
drug on the appearance of any untoward subjec- 
le sensation. As a result, the blood cyanate level 
Vas often lower than the optimum therapeutic level 
A eed and others,*:? Nevertheless, 

nanitestations were kept at a minimum and 
Were inconvenient rather than serious, and max- 
= gam relief was as commonly obtained 
“as. <om . less than 8 mg. per 100 cc. as 
nites setae 8 mg. Of the patients not ob- 
Pi a symptomatic relief from potas- 
ea Sgr raaae the majority received the drug 
diet dosage to obtain a blood cyanate level 

mg. per 100 cc. and frequently higher. 
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The hypotensive action of the drug occurred at 
blood levels less than 8 mg. per 100 cc. in slightly 
over half the cases showing this reaction. Fre- 
quently the hypotensive action was as marked at 
lower levels as it was when the level was 12 mg. 
or even higher. On the other hand, of the patients 
showing no significant response in the blood pres- 
sure, 40 per cent showed maximum blood cyanate 
levels of 8 mg. or more and 18 per cent levels of 
over 12 mg. 

The following is an abstract of a case showing a 
typical hypotensive effect. 


Case REPorT 


R.D. (M. G. H. U-256413), a 35-year-old man, was 
first seen on June 24, 1940, with complaints of headache, 
blurring of vision and edema of the ankles. The blood 
pressure was 190/120. The heart was enlarged, with 
a gallop rhythm. There was dyspnea on exertion. Par- 
oxysmal nocturnal dyspnea with red-streaked sputum had 
been present for 3 months. The patient had had acute 
glomerulonepl ritis 9 years previously. At later visits, 
over a period of 3 months on phenobarbital, digitalis and 
aspirin, the blood pressure varied from 190 to 220 sys- 
tolic and from 110 to 130 diastolic. On this therapy, 
headaches continued to be almost incapacitating. Potas- 
sium sulfocyanate therapy (5 gr. daily) was begun after 
3 months on other therapeutic measures that caused no 
reduction in blood pressure and no relief of the headaches. 
At the following visit 2 weeks later, there was no reduc- 
tion of blood pressure, but there had been no headaches. 
The blood cyanate level was 3.8 mg. per 100 cc. 

Over a period of 1 year on potassium sulfocyanate, the 
blood pressure fell gradually from 210/140 to 140/110 
(Fig. 1). At no time was the blood cyanate level over 
8.3 mg. per 100 cc. At the end of that time, however, 
great enlargement of the thyroid gland was noted. 


The patient was admitted to the hospital and studied 
exhaustively by the Thyroid Clinic. There was lid lag. 
The thyroid gland had a very hard consistence. The 
basal metabolic rate varied from —13 to —-17 per cent. 
Slight exophthalmos was noted. There were a thrill and 
a bruit over the gland. The patient complained of ex- 
cessive sleepiness. Biopsy showed an extremely hyper- 
plastic and extremely vascular gland. 

At that time potassium sulfocyanate was withdrawn. 
Two weeks after withdrawal the headaches were severe, 
and the blood pressure had risen to 172/122. Aspirin 
failed to control the headaches. In 1 month the thyroid 
gland was distinctly smaller, and in 2 months no goiter 
was palpable and the basal metabolic rate was +6 per 
cent. 

Four months after potassium sulfocyanate was discon- 
tinued it was recommenced. The headaches at 
improved at a blood cyanate level of 4.2 mg. per 100 cc. 
In 1 month the blood pressure had fallen from 172/122 
to 142/98, but the thyroid gland had again begun to 
enlarge diffusely. In 2 weeks more it was three times 


once 


normal size. The skin was normally moist, but the patient 
was sensitive to cold. The blood pressure was 136/96. 
After 2 months, potassium sulfocyanate was again discon- 
tinued. Within 1 week the patient had lost his sensitivity 
to cold, the skin was normal, there was some exophthal- 
mos, and the thyroid gland had receded. 


In another 
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week the gland was normal in size. The patient was 
more alert and he was still without headache. 

After another month the headaches had returned and 
the blood pressure was 164/108. Potassium sulfocyanate 
was again instituted, with prompt relief of the headaches 
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ing and optimistic and to utilize all resources of 
simple psychotherapy persuasion, suggestion, ad. 
vice and direction. In this way the effect of psy- 
chotherapy has been separated from the action of 


@ SYSTOLIC BLOOD PRESSURE (mm.Hg.) 
© DIASTOLIC BLOOD PRESSURE (mm.Hg) 
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Ficure 1. 


This chart shows the systolic and diastolic blood-pressure levels, the cyanate level in 
the blood and the potassium sulfocyanate dosage during fourteen months of therapy. 


at a blood cyanate level of 3.7 mg. per 100 cc. In 2 weeks 
the patient felt tired and was intolerant to cold, and 
lid lag was present. The blood pressure was 140/102. 
The thyroid gland was two to three times normal size. 
Again potassium sulfocyanate was stopped, the blood 
pressure rose, and the headaches returned. 

In the past year on the advice of the Thyroid Clinic 
this patient has taken potassium sulfocyanate together 
with 14% to 3 gr. of thyroid daily without enlargement 
of the thyroid gland and with a blood pressure of 140 
to 150 systolic and 90 to 108 diastolic. He has been free 
from headaches. 

In the 3 years since the first examination the blood 
pressure has been controlled. The patient was given 
digitalis as well as potassium sulfocyanate, and there have 
been no notable symptoms of congestive failure, although 
possibly a slight loss of cardiac reserve. He has tolerated 
moderate work and even heavy lifting, and is continuously 
employed. 


SUMMARY 


One hundred patients with essential hyperten- 
sion have been treated with potassium sulfocya- 
nate during the past five years.. This drug was 
given after a careful control period during which 
all the usual therapeutic measures were employed. 
Since patients with essential hypertension usually 
appear to be susceptible to suggestion, both fa- 
vorable and unfavorable, an effort was made dur- 
ing the control period to be reassuring, encourag- 


the drug. The latter has been used cautiously and 
toxic effects have been kept to the minimum —20 
per cent of the patients — but the hypotensive ac- 


tion has not been notable. A fall to normal or 
near normal occurred in only 12 per cent of the: 
cases, and a sustained fall, although by no means 
to normal levels, was obtained in 16 per cent, 
a total of 28 per cent. 

Symptomatic relief ascribable to potassium sul- 
focyanate alone was obtained in over half the pa- 
tients, and the symptom most effectively relieved 
was headache, especially the very severe, intracta- 
ble sort. The relief of headache is in our opinion 
the most valuable attribute of the drug. 

Our care to avoid the toxic effects of what we 
consider a dangerous drug whose action is 1n- 
completely understood often prevented us from ob- 
taining what others consider optimum therapeu- 
tic levels. Nevertheless, of the patients in this 
series who did not obtain additional symptomatic 
relief from potassium sulfocyanate, the majority 
attained blood cyanate levels of between 8 and 12 
mg. per 100 cc. and frequently higher. Further- 
more, the hypotensive action occurred in blood 
cyanate levels of less than 8 mg. in slightly over 
half of those showing this reaction. Also, of the 
patients showing no hypotensive action, 40 per cent 
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attained blood cyanate levels of 8 mg. or more, 
and 18 per cent levels of over 12 mg. 

The case reported illustrates the better sort of 
result on the level of the blood pressure and on 
the symptoms, maintained over a three-year period 
during exhibition of the drug. During this time, 
with the additional help of digitalis, congestive 
failure has been controlled and at this writing the 
patient is gainfully employed at moderately heavy 
work. This case illustrates also the goitrogenic 
effect of potassium cyanate, the details of which 
are fully discussed elsewhere.* 

Only 2 of the cases of goiter were observed in 
this series, both of which receded promptly after 
withdrawal of the drug and did not recur on read- 
ministration of the drug. 


CoNCLUSIONS 


Potassium sulfocyanate is a potentially danger- 
ous drug because its pharmacologic properties are 
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not fully understood and because the therapeutic 
and toxic blood levels are too close and vary too 
widely in different patients. 


The greatest usefulness of potassium sulfocyanate 
therapy in essential hypertension consists in the re- 
lief of severe, migraine-like headache. 
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gece confronting a physician in war- 
time are not always new, but are often old ones 
acquiring new significance from the necessity of 
pushing personal performance far beyond the lim- 
its of normal peacetime activity, as, for example, 
in aviation. The attention they attract may also arise 
from the increased importance of certain types of 
disability. Thus, seasickness, which may only oc- 
casion distress in peacetime, may endanger life or 
may threaten the success of a military venture. 
The problem of fatigue is important for both 
the above reasons. There is an increased and in- 
creasing demand for exertion, so that one may ex- 
pect the incidence of fatigue to rise, and the costs 
of fatigue in terms of output and efficiency must 
be calculated in terms of winning or losing the 
wat. The seriousness of the problem may also be 
gauged by the amounts spent by the American, 
public on pharmaceutical products and beverages 
advertised as possessing antifatigue properties. 
Fatigue may be defined as the progressive dimi- 
hution in output resulting from the repeated per- 
formance of a given action. Such a definition is 
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limited, and not in accord with all pertinent data. 
It is limited in being conceived as a direct and 
proportional result of work. It fails to recognize 
the compensatory mechanisms that may operate 
to maintain output despite fatigue. Most impor- 
tant, however, is its failure to define the subjective 
aspects of fatigue, which according to some au- 
thors’ constitute the essential feature of the con- 
dition. 

The site of fatigue has been the subject of much 
interest, and for a number of reasons workers 
have been in a large measure preoccupied with the 
muscles.2 From muscle physiology of an earlier 
period come two concepts that have until recently 
had a prepotent influence on views concerning fa- 
tigue. The first is that the various physiologic 
systems operate by virtue of stores of energy that 
are dissipated by effort and must be restored by 
rest. Thus, the authors of an account of chronic 
exhaustion in test pilots* speak of stores of “nerv- 
ous” energy that become depleted by mental strain. 
The second legacy from muscle physiology of a 
past era is the concept of fatigue products or metab- 
olites arising from activity, which accumulate and 
reduce performance. There is of course no doubt 
that muscles are subject to fatigue, although in the 
presence of an adequate blood supply and at a 
reasonable rate of stimulation—for example, a 
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maximal twitch every two or three seconds — the 
vigor of contractions is maintained at a relatively 
high level for a considerable time. With newer 
knowledge of the chemistry of muscular contrac- 
tion, it becomes increasingly difficult to account for 
fatigue on the basis of accumulation of lactic acid 
or disappearance of muscle glycogen.** 

The myoneural junction is perhaps more sus- 
ceptible to fatigue than is the muscle itself, and 
failure of transmission at this point may account 
for diminution in muscular response in normal per- 
sons, as it does in victims of myasthenia gravis. 
The reflex centers in the spinal cord may also 
become subject to fatigue, especially when reflexes 
are elicited in too rapid succession. On the other 
hand, some reflexes are surprisingly little influ- 
enced by fatigue, and I have observed a single 
‘neurone discharging in the crossed-extension reflex 
for more than an hour without any signs of fa- 
tigue. There is considerable evidence that rhyth- 
mically discharging neurones do not become fa- 
tigued and fall out, to be replaced by other units 
(rotation). 

When voluntary muscular effort is suspended 
because of fatigue, it is known that the motor ap- 
paratus is still capable of reaction, and in fact most 
ergograph records of a rhythmic series of muscular 
contractions carried to the point of fatigue show 
a characteristic increase in the vigor of contraction 
as a final effort before contractions cease.” In this 
case the limiting factor is the central nervous sys- 
tem, presumably the cortex, acting under the in- 
fluence of stimuli arising in the exercising mus- 
cle, which give the sensation of fatigue, exhaustion 
or pain. Anoxia and excessive or prolonged con- 
traction per se are possible factors responsible for 
the sensory stimulation.® 

Just what part this type of fatigue plays in the 
various daily occupations is not precisely known. 
There may be types of work in which limited 
groups of muscles are thus fatigued and subse- 
quently rested many times a day; this undoubt- 
edly occurs in persons handling tools to which 
they are unaccustomed. It must be less frequent 
in workmen who have become adapted to their 
tasks. On the whole, in the group of occupations 
calling for moderate exercise at a rate of no more 
than three times the basal metabolic rate, there is 
n> evidence of this type of muscular fatigue® 

When the amount of muscular work is pushed 
to higher levels, — for example, eight or more times 
the basal metabolic rate,— muscular fatigue may 
well limit the duration of exertion. The breaking 
point may be determined by the muscles them- 
selves, but frequently a limit is set by the inability 
of the cardiovascular-respiratory system to furnish 
an adequate supply of oxygen to the exercising 
rauscles, as shown by increasing dyspnea and a 
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rapid rise in the pulse rate. Hypoglycemia may 
also determine the breaking point, through its 
influence on the brain rather than on the muscles 
which are relatively insensitive to lack of blood 
sugar. 

Finally there remains what is perhaps, in ciyil- 
ian life, the largest category, characterized by the 
clear absence of excessive muscular effort. Here 
are found the afternoon fatigue of the worker 
doing moderate work, the chronic fatigue of the 
housewife and the exhaustion of the test pilot? 
Intercurrent infections, anemias and _ subclinical 
vitamin deficiencies may well play a part in such 
cases, but psychologic factors most often predomi- 
nate. Here, according to Bartley,’ conflict and 
frustration constitute the basis of fatigue. 

Treatment must be directed by an analysis of 
the type of fatigue in each case. Rest is the basic 
treatment in all types, but the duration and fre- 
quency vary. A pleasant environment, adequate 
diet and interesting social activities, often combined 
with physical activity, are essential parts of the rest 
period. As more is learned of the psychologic as- 
pects of fatigue, it is being recognized that such 
factors as rest periods, the taking of food during 
working hours and a variety of other changes in 
working conditions operate in a substantial measure 
through psychologic rather than direct physiologic 
mechanisms. This is strikingly illustrated in a 
table published by Dill> showing the output of a 
group of skilled persons working under carefully 
controlled conditions. It is noteworthy that prac- 
tically every alteration led to an increased output; 
even returning to earlier conditions resulted in in- 
creases. The conclusion seems valid that optimal 
working conditions may be determined by factors 
other than purely physiologic ones, such as work 
and rest periods, food, lighting and heating. It 
can probably be assumed, however, that in the 
study mentioned above these factors were adequate 
from the start, and there is evidence that even with 
great motivation, output cannot be maintained if 
the working hours are excessively long. 

A number of measures have been proposed to 
reduce fatigue or hasten recovery, and because of 
the war they are now receiving added attention. 
Three of these are dietary factors: carbohydrate, 
gelatin and vitamins.’® 

Hypoglycemia is not usually considered to be a 
factor in fatigue except as a terminal sign of ex- 
haustion after severe and protracted exercise. When 
carbohydrate is available for fuel, exertion at 4 
maximum level may be continued longer than 
when carbohydrate is not available, and workers 
have reported that ingestion of dextrose increases 
the ability to perform muscular work after ex- 
haustion.! Carbohydrate feeding during rest 
periods has been observed to increase mechanica 
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eficiency in workers not subject to such extreme 
demands. This improvement has been attributed 
to psychic factors on the ground that the energy 
output of these workers is not sufficient to cause 
any significant fall in blood sugar. Hellebrandt 
concludes “that extra carbohydrate is clearly advan- 
tageous to the machine only when the work done 
approaches peak capacity, and that the use of sugar 
as a recuperative is physiologically rational only 
when the activity is sufficiently prolonged and vig- 
orous to produce a hypoglycemic state.” Actually, 
sugar is advantageous to the human machine, and 
is rational whenever blood sugar falls to hypogly- 
cemic levels, whatever the type of activity or emo- 
tional state that produced the fall. The observation 
by Michael'* that the blood sugar may reach low 
levels during a game of golf indicates that one 
cannot be too dogmatic about the degree of ac- 
tivity required to induce hypoglycemia. 

Portis'® suggests that hypoglycemia may be a 
factor in the genesis of fatigue noted in neuro- 
psychiatric patients, and believes that hyperinsulin- 
ism resulting from overactivity of the vagus nerve 
supply to the pancreas is responsible. He claims that 
there is often substantial clinical improvement on a 
dietary regime in which carbohydrate is not taken in 
the form of simple sugars and is accompanied by 
appropriate doses of thiamine and atropine. 

An antifatigue action has recently been claimed 
for gelatin (60 gm. a day by mouth), but the more 
recent reviews on this subject indicate that evidence 
to this effect is not yet entirely convincing.’ ** 

In reports of subclinical deficiencies of the vita- 
min B group, fatigue is one of the most pro- 
nounced symptoms, and improvement on adminis- 
tration of the vitamins has been noted. Just how 
widespread borderline vitamin deficiencies may be 
among workers, and how effective vitamin therapy 
on a wide scale would prove to be, are purely 
conjectural matters. Undoubtedly extensive ex- 
perimentation with vitamin preparations in indus- 
trial groups is now proceeding, and definite infor- 
mation on this topic will some day be available. 
Experimental studies by Egaiia et al.1® on sedentary 
workers taking a diet grossly deficient in thiamine 
indicated that deficiencies could be established 
within four weeks. They state that symptoms 
“were mild and vague, the most constant being easy 
fatigue, loss of ambition and loss of efficiency in 
daily work. There was moderate deterioration in 
the subjects’ physical fitness for exhausting exer- 
cise, and, particularly, poor recuperation between 

uts of exhausting exercise.” It is hard to evalu- 
ate the subjective factors in this experiment, con- 
trols with addition of adequate amounts of vita- 
mins to the diet unknown to the subjects and with 
placebo therapy not being reported. Well-controlled 
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studies by the same group’® on manual laborers 
exposed to a diet deficient in the vitamin B com- 
plex showed that the subjects began to suffer with- 
in five days a serious impairment of their fitness 
for sustained hard work. 

Among the inorganic salts reported as of as- 
sistance in delaying the onset of fatigue are both 
alkalis and acidifying agents. Sodium chloride is 
of course invaluable in circumstances where there 
is salt depletion, to prevent muscular cramps. Al- 
though the success of salt therapy is most appar- 
ent in industries where work is done at high tem- 
peratures, even taking part in strenuous athletic 
contests may well lead to salt depletion to a harm- 
ful degree, and the danger must also be present in 
many military operations. Potassium salts have 
an antifatigue action on muscle and on neuro- 
muscular transmission.’ They have been used in 
the treatment of familial periodic ‘paralysis and 
myasthenia gravis, but not of fatigue. 

Hellebrandt and Karpovich’® have reviewed 
the pharmaceutical substances advocated at one 
time or another to increase work or lessen fatigue. 
Oxygen administration prior to a strenuous but 
short-acting effort, such as swimming one hun- 
dred yards, seems to be helpful, mainly by in- 
creasing breath-holding ability, which permits the 
development of more powerful arm or leg action. 

The observation that the cardiovascular system 
is often a limiting factor in maximum exertion 
has led to the use of digitalis, Coramine and Metra- 
zol to improve maximum performance. Reports 
favoring the use of Metrazol are extensive. 

There is general acceptance of-the ability of caf- 
feine, amphetamine (Benzedrine) and allied com- 
pounds to ward off fatigue. Apparently ampheta- 
mine is more potent than caffeine, and both 
operate through the central nervous system rather 
than directly on the muscular system.?*? 

The asthenia and fatigue so characteristic of Ad- 
dison’s disease have prompted the use of extracts 
of the adrenal cortex to prevent fatigue or promote 
recovery. Statements both claiming and denying 
effectiveness of cortical extracts have been made as 
a result of studies in normal animals and in man.”° 
Much better established is the influence of adrena- 
lin or stimulation of the sympathetic nervous sys- 
tem ‘to postpone fatigue or hasten recovery. Their 
action may be directly on the muscle, on the car- 
diovascular system or on the level of blood sugar. 


Training is undoubtedly a key to the prevention 
of fatigue. Its effect is exerted both on the maxi- 
mum rate of work output and on the quantity of 
work done.” The curve of maximum rate na- 
turally tends to flatten out, and rigorous training 
is required to increase it thereafter. On the other 
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hand, the quantity of work done may increase 
enormously. Six to twelve weeks of daily train- 
ing resulted in increases of as much as 4000 per 
cent in work output when the work was done at 
the rate of one fifth horsepower, and training in- 
creased total output 50 to 400 per cent when work 
was done at one half horsepower.** Other authors 
report comparable increases. Despite a volumi- 
nous literature, the physiology of the process re- 
mains uncertain. The muscles participate in the 
process, but so also does the cardiovascular system. 
Just what changes the heart itself undergoes re- 
mains questionable. The fact that a trained per- 
son responds to exercise with less increase in the 
heart rate than does an untrained person may be 
ascribed to changes in the heart itself or to altera- 
tions in the nervous system. Whatever the cause, 
this response, with the rate of deceleration of the 
pulse after exercise, constitutes one of the main- 
stays of tests of physical fitness.**** 


Errort SYNDROME 


Discussion of fatigue and the response of the 
heart to exercise in trained and untrained persons 
naturally leads to a consideration of the so-called 
“effort syndrome,” in which fatigue is again an 
outstanding complaint, and in which the heart re- 


Taste 1. Symptoms and Signs of Effort Syndrome. 
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SysTEM 


General 


Vasomotor 


Respiratory 


Sudomotor 


Muscular 


4 


Gastrointestinal 


SYMPTOM 


Fatigue 
Nervousness 


Palpitations 
Vascular throbbing 
Dizziness 

Headache 


Syncope 
Paresthesia 
Flushes 


Breathlessness 
Sighing 


Undue sweating 


Cramps 
Trembling and shakiness 
Left thoracic pain 


Dry mouth 
Anorexia 
Vomiting or diarrhea 


Insomnia 
Frequency of micturition 


SIGN 


Typical facies 
Nervous manner 


Overactive heart 

Tachycardia 

Blood pressure above 150/90 

High deceleration time after 
exercise 

Cold, blue hands 

Visible flushes 

Hyperpnea and tachypnea 


Frequent sighs 
Breath-holding for less than 
30 seconds 


Paimar and axillary sweating 


Tremor and shakiness 
Poor development 
Hyperalgesia over area cf pain 





sponds to effort with an exaggerated increase in 
rate. If to these two signs are added breathlessness 
and left inframammary pain, the outstanding fea- 
tures of the condition have been mentioned. 
Wood” has listed the salient signs and symptoms 
of the syndrome as shown in Table 1. It has oc- 
curred to-numerous observers that such a list of 
symptoms and signs might well be produced as the 
result of a widespread disturbance in the nervous 
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system, including overaction of certain parts of 
both the sympathetic and the parasympathetic 
nervous system, muscular spasm in the muscles of 
the left pectoral region and alteration in respira- 
tory movements. Secondary effects from over. 
ventilation are thought to account for many of the 
signs and symptoms, including dizziness, tendency 
to syncope, paresthesia, sweating and shortness 
of breath.** #4 Although it is evident that hyper- 
ventilation may play a major role in producing 
symptoms in some persons, it may not be present 
at all in others; in fact, hypoventilation may oc- 
cur. 


There is a growing tendency to consider the 
effort syndrome as a psychoneurotic manifestation, 
Miller and McLean,** discussing the status of the 
emotions in palpitations and extrasystoles, say: 


Palpitation is a biological manifestation of fear in 
the face of danger. The increased pulse rate and 
intensified heart action make the individual subjec- 
tively aware of the increased activity of the heart. 
Situations which produce palpitation involve an im- 
mediate urge to activity and at the same time a fear 
of it. Common examples are: palpitation experienced 
upon receiving a rebuke from one’s superior, taking 
an examination, going to a forbidden amatory rendez- 
vous and the like. In all of these situations the indi- 
vidual is driven by his active, ambitious attitude into 
an apparent danger at the same time he feels an urge 
to avoid. His flight is blocked. 


Writing on the psychologic treatment of cases 
with cardiac pain, Bourne and Wittkower** take 
much the same position: 


The data obtained confirm the view put forward 
previously that in cases of functional cardiac pain the 
pain is nearly always due to transformed anxiety aris- 
ing from a conflict, unusual in intensity and abnormal 
in type, between menace to vital feelings and existence 
on the one side and self-preservation and self-assertion 
on the other. 


It has repeatedly been remarked that the victim 
is often more than normally conscientious, which 
perhaps is of some significance from the psycho- 
logic viewpoint. The frequent and remarkable dis- 
taste for alcohol and the low incidence of venereal 
disease observed in victims of effort syndrome may 
be associated phenomena. On the other hand, it 
must be recognized that infection and general con- 
stitutional insufficiency are also frequent etiologic 
factors. Studies of the work output in the effort 
syndrome indicate that the reaction of patients 
with “true effort syndrome” is like that of convales 
cents from toxic-infective conditions and of con- 
stitutionally weak persons, and differs significantly 
from the response in those with hysteria and in 
the so-called “anxiety group.”” In a certain sense 
the effort syndrome may be considered to be an 
extreme response of “untrainedness,” and the gem 
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erally favorable response to careful training bears 
out this view. 


Pyystotocic AND CiinicaL Trsts oF AUTONOMIC 
FUNCTION AND BALANCE 


However satisfying it may be to be able to ascribe 
the majority of cases of effort syndrome to a 
noncardiac etiology, the physiologist is as yet un- 
able to give an account of the manner in which 
each part of the intricate symptom-complex is de- 
veloped. It is apparent that the autonomic nerv- 
ous system is implicated, and that a cortical repre- 
sentation of that system exists through which the 
various peripheral effects may be mediated. Be- 
yond this there lies a broad field for detailed study. 
The recent review by Darrow* entitled the “Phys- 
iological and Clinical Tests of Autonomic Func- 
tion and Autonomic Balance” should prove to be a 
useful guide. 

The problem is complicated by the following 
facts. In the first place, regulation in the sphere 
of the autonomic system occurs through the activity 
of two antagonistic divisions, sympathetic and 
parasympathetic. Although most tissues receive a 
double innervation, this is not universally so. Fur- 
ther complication is added by important exceptions 
to the rule that the sympathetic division is adrener- 
gic and the parasympathetic cholinergic. Second- 
ly, although in general there is reciprocal control 
of the two divisions in the central nervous system, 
this is not invariable, and increased activity of one 
division cannot be assumed to be accompanied by 
an equivalent reduction in the activity of the 
other. This is particularly so in states that impose 
severe strains on the organism.3® ** And, thirdly, 
the existence of buffer or moderator mechanisms, 
such as the carotid sinus, adds further complica- 
tions, in that these mechanisms respond to changes 
in autonomic activity in certain spheres by setting 
up vigorous reactions in an opposite direction. 

These difficulties are surmounted in part by tech- 
nics that, so far as possible, isolate a single system 
for study. Some structures, such as the nictitating 
membrane of the cat, have but a single innervation. 
Sweat glands have only a sympathetic innervation, 
although their secretory fibers are cholinergic. 
The adrenal glands themselves are innervated by 
preganglionic fibers of the sympathetic nervous 
system, justifying the use of circulating adrenaline 
as an index of sympathetic activity. Other tests 
am at the same effect by utilizing preparations in 
which one of the nerves supplying an organ is sec- 
toned or in which the activity of one division 
s suppressed, as by atropine or ergotoxine. Other 
indices of autonomic activity employ a diametri- 
cally Opposite maneuver, in which an end organ 
's sensitized to one or another division of the au- 
tonomic system, Drugs such as eserine or cocaine 
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may be employed. A particularly ingenious method 
is that of Beattie, Brow and Long,** who have sen- 
sitized the heart to sympathin by the administra- 
tion of low concentrations of chloroform vapor. 
The sensitization of skeletal muscle to acetylcho- 
line has been employed in the monkey by Bender*® 
to reveal the liberation of that substance during 
emotional activity. The assay of circulating acety]- 
choline and adrenaline is a technic frequently em- 
ployed, whereas a fruitful modification, developed 
particularly by Nachmansohn,*® is the assay ot 
acetylcholine esterase. 


Darrow’s suggestion that exercise-tolerance tests 
may be included in the category of tests of auto- 
nomic balance is worthy of consideration. In the 
Schneider test, for instance, low reclining and 
standing pulse rates are important factors in ob- 
taining high scores. These factors, as well as the 
pulse-rate increment with exercise and decrement 
after it, are potent indications of autonomic ac- 
tivity, and indicate the intimate connection of 
physical fitness and autonomic activity. 


Exposure to CoLp 


Warfare in cold climates and on the ocean at 
low temperatures has emphasized the need for 
physiologic studies of the influence of hypothermia, 
either of the body as a whole or of the extremities. 
Fortunately, the work of Fay*? had already con- 
tributed much to the renewed interest in the 
problem. 

One of the most interesting phases of this de- 
velopment has been the reinvestigation of the re- 
sponse of the normal unanesthetized body to cold. 
The work of Cannon, Querido, Britton and 
Bright*? emphasized the dual nature of the re- 
sponse to cold. On exposure to cold, or when a 
heat deficit was produced by the ingestion of ice 
water, an increase in metabolism occurred, through 
which the deficit was made up. This increase in 
metabolism consisted of a moderate (13 or 14 per 
cent) increase in metabolism, which was regarded 
as due to the liberation of adrenaline, and a sec- 
ondary and greater elevation induced by shivering. 
Objections to this evidence for a chemical factor in 
the augmented metabolism resulting from exposure 
to cold were based mainly on the difficulty of judg- 
ing the moment when shivering begins. 


Recent experiments, in which the onset of shiv- 
ering is judged by electrical records, indicate that 
chemical augmentation of metabolism may not in- 
variably be present.** The careful work of Hem- 
ingway and Hathaway** on trained, unanesthe- 
tized dogs places a limit of about 7 per cent on 
the augmentation of metabolism that occurs with- 
out shivering. An extremely interesting report is 
that of Odum,*® who developed an ingenious 
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device to record motion in nestlings and in un- 
hatched bird eggs. He demonstrated that homoio- 
thermic behavior does not begin until the young 
bird is able to shiver in response to cold. It ap- 
pears that some birds are precocious in their ability 
to maintain the body temperature when hatched. 
These birds gain the ability to shiver some time 
before hatching. The chick appears to possess 
the ability to shiver at or shortly after birth, but 
this mechanism is not able to maintain the body 
temperature with efficiency until several days after 
hatching, presumably with the development of 
feathers, increased metabolism and body tempera- 
ture and a more stable thermoregulator center.*® 

Pinson and Adolf*’ have shown clearly that 
after moderate heat loss, induced by the inges- 
tion of ice water, a nude man exposed to a room 
temperature of 30°C. makes up the heat deficit, 
solely by diminution in heat loss without increase 
in metabolism. On closer inspection these find- 
ings seem to accord with the experience of Cannon 
and his co-workers,** who noted that with high 
environmental temperatures minimal increases in 
heat production occurred. Evidently heat deficits 
at lower environmental temperatures are required 
to evoke chemical augmentation of metabolism. 
Sex differences have also been noted: women evi- 
dently show a marked decrease in metabolism as 
the environmental temperature is raised, whereas 
men do not.*8 Apparently heat loss by sweating 
is less important in women than in men. The 
possible mechanism of the chemical regulation to 
be inferred from this observation has not been 
discussed. 

In the procedure of artificial induction of hypo- 
thermia for therapeutic purposes, rectal tempera- 
tures are lowered to from 28 to 33°C. At these 
temperatures shivering, voluntary muscular activity 
and a muscular rigidity of undetermined nature 
are still present. Probably for this reason the 
metabolic rate remains above normal.*® Blood 
tends toward acidity and becomes less fully sat- 
urated with oxygen. Below 30°C., possibly because 
of anoxia, and possibly because of reduction in 
blood sugar,” shivering begins to fail. With dis- 
appearance of shivering, production of heat di- 
minishes and it is reasonable to assume that a fur- 
ther fall in body temperature will proceed with 
greater rapidity. 

The anoxia at low body temperatures has been 
noted also in animals artificially cooled, and at- 
tention has been called to the possibility that many 
of the mental changes in hypothermia are due to 
anoxia.>! Walther’s®’ observation in 1862 that ar- 
tificial respiration applied to rabbits cooled to 18°C. 
permitted their recovery even if they were left in a 
cool environment (10 to 12°C.) suggests that an- 
oxia might have been responsible for the failure to 
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survive of animals not so treated. Randall!® has 
recently observed that chicks normally cease breath- 
ing when cooled to 15°C., the heart continuing to 
beat at temperatures as low as 85°C. He states, 
Administration of 100 per cent oxygen into the 
trachea and out by way of a punctured abdominal 
air sac maintained a respiratory rhythm (6 per min- 
ute) at a temperature of 10°C. indicating that 
hypothermic death is primarily caused by anoxic 
paralysis of the respiratory mechanism.” ‘There is 
a strong suggestion from this work that measures 
of revival after exposure to cold should include 
oxygen therapy and possibly the intravenous ad- 
ministration of glucose. 

The renewed interest in the anesthesia and the 
peripheral vasoconstriction associated with hypo- 
thermia, probably first noted by Walther,®? has led 
to the introduction of local cooling, sometimes in 
conjunction with tourniquets, in the treatment of 
injuries of the extremities. Reduction of pain, pre- 
vention of bleeding, limitation of exudation, post- 
ponement of tissue necrosis by reduction of local 
metabolic requirements and, above all, prevention 
of shock are the advantages sought in this treat- 
ment. Reports**:°* on the subject to date are 
promising, but indicate that the procedure cannot 
be used conveniently except on the limbs, and that 
cooling is not a particularly successful treatment 
for shock following trauma to a limb, although it 
appears to lengthen the survival period.” 

The cutaneous vascular responses to cold have 
been studied with improved technics by Hertzman 
and Roth.°**8 The initial response to cold is 
vasoconstriction. There is a reflex component, re- 
stricted to the small vessels, and found in both 
cooled and noncooled regions. This response is 
reinforced by further, delayed constriction in the 
same vessels in the cooled areas only, and by con- 
striction of the large arteries in the cooled parts, 
apparently as a direct result of the cold. After 
five to sixteen minutes of vasoconstriction, a period 
of vasodilation supervenes. It appears after sym- 
pathectomy and after section of sensory fibers, but 
not after their degeneration. It has been attribut- 
ed to the liberation of a histamine-like substance 
that excites an axon reflex. This suggestion is sup- 
ported by the observation that in certain cases of 
excessive vasodilator response to cold, desensitiza- 
tion with histamine or treatment with histaminase 
affords a measure of relief.™* °° 


REGENERATION OF Nervous TISsvE 


The ability of nerve cells to regenerate severed 
axons is another subject of physiologic interest 1¢ 
ceiving renewed attention as a result of the war. 
A recent review by Young* provides a general 
account that includes most of the newer work on 
the subject. Evidently, the essential factor making 
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regeneration of function possible after severance 
of a peripheral nerve is the survival, in the periph- 
eral segment of the nerve, of Schwann cells, which 
maintain their integrity and form small tubes 
down which the regenerating fibers may grow. 
The Schwann cells also play a leading role in 
bridging the gap between the cut ends of the 
nerve, thus providing a scaffold down which the 
new nerve fibers are led. Young discusses the 
various attempts to bridge large defects by nerve 
grafts to provide such tubular channels. Among 
the most successful of these attempts is that of De 
Rezende,®? who finds that homografts are not nec- 
essary and that formalin-fixed and stored nerves 
serve equally well. 

The relation between rate of growth and restora- 
tion of function in regenerating nerve has been 
studied but little. Recently Berry, Grundfest 
and Hinsey®™ have measured the rate of conduc- 
tion in regenerating fibers and have found that the 
fine newly regenerated fiber conducts at the slow 
rate of a few meters a second, and that as it 
grows in diameter it becomes capable of more 
rapid conduction. The relation between rate of 
conduction and fiber size discovered in adult nerves 
is thus found to hold for regenerating fibers. 

The favorable influence of acetyl-8-methylcholine 
and Prostigmine on the rate of recovery of function 
after alcohol blocking and section of the sciatic 
nerve in cats“* may indicate that the rate of growth 
of the regenerating fiber is increased by acetylcho- 
line and allied compounds. It may, on the other 
hand, indicate a prompter recovery of function in 
the motor neurone supplying the cut axon. This 
latter supposition is strengthened by the observa- 
tion of Ward and Kennard® that recovery of func- 
tion after ablation of Areas 4 and 6 in the monkey 
is hastened by a similar treatment. Recovery of 
function in this event can hardly be expected to 
depend on regeneration of nerve fibers. 
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HE report of the Committee on Medical Edu- 
cation and Hospitals was then presented. 


Report of the Committee on Medical Education 
and Hospitals 


The preoccupation of all our members, with the added 
demands on our time and energies, and the similar con- 
ditions prevailing throughout the country have reduced 
the scope of this report to perfunctory dimensions. 

We have no data on past postgraduate medical edu- 
cation or plans for the immediate future beyond the hope 
that if anyone can foresee the opportunity he will con- 
sider the Commonwealth Fund fellowships. 


As this is written, there is still some uncertainty wheth- 
er there will be fellowships available this year for physi- 
cians in New Hampshire. The amount appropriated for 
Commonwealth Fund fellowships this year was consider- 
ably reduced over that available in previous years, and 
this amount was made available with the understanding 
that preference would be given to applicants from the 
states in the South in which the Fund is carrying on its 
public-health program. If the number of applicants from 
these states is insufficient to exhaust the funds available, 
applicants from New Hampshire may be considered. 

Because of the war situation, the number of courses 
available at Harvard has been somewhat reduced, but ap- 
plication may still be made for a month’s work in ob- 
stetrics to be taken during any month in the year; for in- 
ternal medicine during the month of October; and for 
pediatrics during the month of November or a short in- 
tensive course of two weeks’ duration during August. 
The usual stipend of $250 for the month’s course, plus 
reimbursement of tuition and necessary travel expenses 
to and from Boston, will be offered. For the short in- 
tensive course in pediatrics, the stipend will be at the 
rate of $10 a day. 

It is our recommendation, however, that anyone who 
can anticipate finding the necessary time should make 
application as usual in the hope that a fellowship may 
become available. 

Joun P. Bow er, Chairman 
James W. JAMESON 
Hersert L. Taytor 
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Dr. Peters, of the Committee on Officers’ Re- 
ports, moved the adoption of this report; it was 
so voted. 

Dr. Peters then read a letter from Dr. Dolloff, 
of the Committee on Mental Hygiene, stating that 
the committee had no report to make, because of 
pressure of other matters and a paucity of ideas 
among the members of the committee. The Com- 
mittee on Officers’ Reports moved the acceptance of 
this report. The motion was carried. 

The next report was that of the Committee on 


Public Health. 
Report of the Committee on Public Health 


This is the second year that the Committee on Public 
Health has functioned. Having started to grow up, the 
members are becoming conscious of the many duties 
that beset our particular group. War has already devas- 
tated many sections of the world, and in most living-rooms 
are the empty seats of sons or daughters who are already 
serving with our fighting forces. These facts tend to 
bring home the thought that we have a tremendous job 
ahead of us in supplying, in ever-increasing amounts, the 
many products necessary to carry on this titanic strug- 
gle. Of itself this obligation seems large, but add to tt 
the needs and necessities of our allies and the proportions 
become so great as to be staggering; yet these are our 
commitments and we will carry through. This means of 
course a proportionate drain on man power, particularly 
in the industrial fields, which have constantly been de- 
pleted of their youth by the need of these men in the 
fighting forces. Older men and women have had to take 
their places in the workshops of the nation. 

Loss of time means loss of ships, ammunition and oth- 
er suppliés vitally needed for the successful progress of 
the war. The industrial-health program is one of the 
prophylactics by which we hope to meet our responsibil 
ties and to keep our war effort constantly on the 1- 
crease. 

In New Hampshire there are few companies capable of 
having a full-time medical department; however, many 
can and do have the part-time service of a doctor, with 
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ssibly the full-time services of a nurse. There are many 
other suggestions, such as the combined or joint services 
of a doctor among several different plants or units and 
o forth, all of which will have to be worked out in ac- 
cordance with the particular set-up under consideration. 

The promotion of better health among our workers 
through education regarding sanitary and safety methods 
in plants, together with improvement in hygienic condi- 
tions in the workers’ homes, should be part of our con- 
tribution toward victory. This can be organized along 
the many lines set forth by the Committee on Industrial 
Health of the American Medical Association, with modi- 
fications to suit our particular needs. 

Your committee recommends thaé although our indus- 
trial efforts in New Hampshire are small as compared 
with those of many other states, we should keep informed 
on national industrial activities as they pertain to the 
medical man. In part this can best be accomplished by 
representation at the Annual Congress of Industrial 
Health, and the dissemination of the information gained 
through this meeting to our members in New Hampshire. 

Using this as a basis we can spread out in our activi- 
ties as our needs and circumstances permit. 


Harris E. Powers 


Dr. Metcalf then presented the report of Dr. 
Powers as the delegate of the Society to the Fifth 
Congress on Industrial Health. He added that 
copies of the report were available to members of 
the Society who wished them. 

Dr. Peters for the Committee on Officers’ Re- 
ports, recommended that the House of Delegates 
extend their appreciation to Dr. Powers for his 
excellent and comprehensive report. He said that 
it reflects the diligence and interest applied to the 
papers of the meeting, and emphasized the increas- 
ing importance and value of this committee to the 
Society. 

This motion was carried. 

Dr. Peters said that it was further recommended 
by the Committee on Officers’ Reports that the 
House of Delegates approve continued representa- 
tion at the Annual Congress of Industrial Health, 
and that the expenses of such delegate again be de- 
frayed by the Society. He moved the adoption of 
this portion of the report. 

Dr. Metcalf questioned how much value the 
report had, adding that it had cost the Society 
over 3100. Dr. Sycamore asked Dr. Metcalf wheth- 
er the cost of the report included all expenses. 
reget, Metcalf replied that the total cost was 
13, including about $25 for printing and $100 


for traveling and hotel expenses. 
The motion was put to a hand vote and was lost. 
Speaker Parsons in answer to the question 
whether the enabling act could be carried out with- 
cua meeting of the House of Delegates, by send- 


ing ata 
§ the proposition to each delegate, stated that 


* could find nothing in the constitution or by- 


aws rae 
ws that covered the matter, but that Chapter 


XV of the by-laws read: 
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For the purpose of transacting any important busi- 
ness which the by-laws do not permit, the by-laws may 
be suspended by a unanimous vote of those present 
and in executive session either in the House of Dele- 
gates or in a General Session. 


It would be necessary, he said, to suspend the 
by-laws temporarily and vote unanimously to take 
a vote on the proposition for the medical-service 
corporation in that way. The by-laws did not 
permit the action of the House of Delegates except 
when in active session. 

Dr. Johnston moved that the by-laws be tem- 
porarily suspended for the purpose of taking a 
nonassembled vote on this question when the com- 
mittee was prepared to present it. 

‘Dr. Parker said that the matter was of enough 
importance to be disposed of quickly, so that it 
might be possible to get a quorum at a special 
meeting called by the President when the time 
was ripe. 

Dr. Johnston suggested getting the consensus of 
the members present as to how they would react to 
coming to a special meeting, and some idea of how 
many would attend it, before entertaining any mo- 
tion. The majority of those present indicated by a 
hand showing that they would attend. In view of 
this, Dr. Johnston then withdrew his motion, and 
its seconder agreed. 

There was no report of the Committee on Pub- 
lic Relations or of the Committee on Scientific 
Work. The next report was that of the Committee 
on Tuberculosis. 


Report of the Committee on Tuberculosis 


The phenomenal progress which has been won during 
the past period of twenty years in the reduction of mor- 
tality and morbidity from tuberculosis in New Hamp- 
shire and throughout the Nation is now seriously men- 
aced. There is real danger that this fight against a dev- 
astating foe of mankind, which has met with such 
dramatic and encouraging success, may now meet with re- 
verses. 

The more hopeful workers in the campaign, among 
whom is the chairman of your committee, are of the opin- 
ion that we cannot be certain of continued substantial 
reduction in mortality and morbidity within the next few 
years. However, it is our belief that the gains already 
won can be held and perhaps even further slight declines 
achieved. Other workers and observers have expressed 
the belief that the annual reductions are at an end and 
that definite increases are inevitable. 

The reason for these forebodings is, of course, the ef- 
fects of total war on the physical and mental stamina of 
the people, with resultant lowering of resistance and con- 
sequent tendency to development of tuberculosis. 

Alarming increases in the diseases are known to be oc- 
curring in all the countries at war in Europe. One of 
our leading public-health authorities who has studied the 
European situation states that tuberculosis will become 
a plague affecting approximately 10,000,000 persons in 
Europe after the war. 

A: three-point program by which the United States 
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could help check this anticipated plague has been outlined 





as follows: 


(1) Governmental and private agencies dealing with 
tuberculosis in this country can appraise the problem 
and develop the control program, for which public or 
private funds or both could be used. 

(2) Many American physicians and x-ray technicians 
who are gaining tuberculosis experience and training 
with the armed forces during the war could be used 
for postwar service abroad. 

(3) Some of the vast amount of equipment acquired 
by the armed forces for the chest x-raying of men en- 
tering the services could be assigned or contributed 
to foreign service after the war. 


Wartime increases in tuberculosis are reported in Eng- 
land, Wales and Scotland. Particularly significant is 
the fact that, whereas the increases in tuberculosis deaths 
in adults is only 15 per cent, the increase in children ap- 
proximates 45 per cent. A large part of this increase is 
due to tuberculosis meningitis in children. This increase 
indicates that English and Welsh children have been com- 
ing more and more in contact with open cases of the dis- 
ease at a time when their resistance was lowered by 
change in diet, unaccustomed environment, poor milk, 
lack of sleep and frequent retreats to air-raid shelters, 
where the spread of tuberculosis is so easily facilitated. 

In Canada the tuberculosis death rate increased in 1941. 

In the United States the tuberculosis death rate in 1941 
was 44.4 per 100,000 population. This figure represents 
a decline from the rate of 45.9 in 1940. Preliminary data 
for 1942 imply that the slight decline in the death rate 
may continue throughout our first year at war. A far 
different result may be the case, however, if the war 
should last several years and if the American people 
should be subjected to conditions that approximate those 
now prevailing in England. 

During the past year a committee appointed by Gov- 
ernor Blood made a study of the tuberculosis situation 
in New Hampshire. The committee was assisted by 
Dr. Herman E. Hilleboe, surgeon-in-charge of Tuberculo- 
sis Control, States Relations Division, United States Pub- 
lic Health Service, who made a survey at the sanatoriums 
at Glencliff and Pembroke, the New Hampshire State 
Hospital, the Laconia State School, the Mary Hitchcock 
Hospital, the New Hampshire Tuberculosis Association 
and several other organizations. 

As a result, many recommendations were made for the 
further development of the tuberculosis-control program 
in New Hampshire. These include the following: an ad- 
dition to the State Sanatorium at Glencliff to take care 
of all patients requiring hospitalization and treatment, 
including chest surgery; the mass examination of all in- 
dustrial workers in the State in co-operation with man- 
agement and labor; the co-ordination of the activities of the 
several interested institutions, organizations and state de- 
partments through a representative advisory council; and 
the placing of the control over admittance to and con- 
tinuance of hospitalization in the institutions in the hands 
of the State Department of Health. 

The committee’s report urged that tuberculosis-con- 
trol efforts should be concentrated among “males 35 to 
65 years of age—the persons who provide the backbone 
of our man power during the present emergency and 
the principal source of infection today.” 

Governor Blood in this message concurred, telling the 
Legislature that the greatest incidence of tuberculosis now 
is found in this age group, surveys in other states having 
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detected the disease in 1 per cent of those examined, Fx. 
perience also has found that 60 per cent of those cases. 
found were in the minimal stage, when treatment js 
most effective. Also pointed out was the net result that 
the effect of such a program would be to decrease tuber. 
culosis in the State to the vanishing point within a few 
years, though showing a temporary increase at the start, 
which would tax the facilities available for treatment un. 
til the reduction could make itself felt. 

The Industrial Hygiene Division of the State Depart. 
ment of Health and the New Hampshire Tuberculosis 
Association are now engaged in developing this program, 
Management and workers in a number of industries have 
been enlisted in several parts of the State. In the be. 
ginning, 14-by-17-inch film will be used, but plans are to 
secure a semiportable 35-mm. x-ray unit or a 4-by-5-inch 
mobile unit, which will enable the entire program to be 
more rapidly developed. The State Department of Health 
and the New Hampshire Tuberculosis Association ap- 
peal to the members of the New Hampshire Medical So- 
ciety for their active support in the development of this 
important phase of the tuberculosis-control program, 

The slogan of the sixteenth annual early-diagnosis edu- 
cational campaign of the National Tuberculosis Associa- 
tion and its affiliated organizations is, “Follow the Exam- 
ple of the Armed Forces — Get a Chest X-Ray.” The slo 
gan draws attention to the fact that every man examined 
for the armed forces has an x-ray examination of his chest. 
The objective of the 1943 campaign is to emphasize that 
chest x-ray examination among the civilian population is 
just as important, and that the successful carrying out 
of this program can hasten the eradication of the disease. 

Your committee urges more frequent use of the chest 
x-ray films by the physicians in New Hampshire, particu- 
larly for all patients presenting any symptoms that might 
suggest tuberculosis, for all who have lived or worked 
with a person who “took sick” with tuberculosis and for 
pregnant mothers. The New Hampshire Tuberculosis 
Association is ready to provide this service through its 
chest diagnostic clinics for patients referred by physicians. 
Also the association will provide chest x-ray films through 
co-operating hospitals for patients and “contacts” when 
the physicians so request. It should be and is the urgent 
desire that no person in New Hampshire needing an x-ray 
examination of the chest shall be deprived of the same 
because of lack of funds. 

Rosert B. Kerr, Chairman 
Crarence O, CoBurN 
M. Dawson Tyson 


Dr. Peters, for the Committee on Officers Re- 
ports, moved the acceptance of this report. The 


motion was carried. 
The next report was that of the Committee on 


Medical Preparedness, by Dr. D. G. Smith. 


Report of the Committee on Medical Preparedness 


The Committee on Medical Preparedness has por 
its co-operation with the Selective Service System and has 
approved all appointments of physicians as — 
physicians and members of the medical advisory i 

The committee is closely affiliated with the State “1 
mittee of the Procurement and Assignment Service, vi 
is endeavoring to secure physicians for the armed si 
and at the same time retain sufficient doctors at ome 
to take care of the civilian population. 
coming more and more difficult as nearly a 


This work is be 
Il of those under 
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forty-five years of age and physically fit who still remain 
st home are either essential to the Dartmouth Medical 
School, are needed in their specialties or are the only 
physicians in their respective towns. Theoretically, re- 
placements should be found for these men, releasing 
them for service in the Army and Navy, but practically 
there are almost no physicians suitable for replacement. 

The young men have done their part in applying for 
commissions, but it is regretted that some of the older 
men have failed to realize that they must work harder 
than ever before to provide adequate medical service 












for all. 
It is hoped that the House of Delegates appreciates the 


time and effort that the members of the county commit- 
tees have given to the preparedness and procurement pro- 







grams. 





Deerinc G. Smitu, Chairman 
Ezra A. Jones 
CarLeTon R. METCALF 








The Committee on Officers’ Reports recom- 
mended that the Committee on Medical Prepared- 
ness remain unchanged. The motion was carried. 

Dr. Peters said that the Committee on Officers’ 
Reports further recommended — and this was con- 
curred in by two members of the committee — 
that the House of Delegates express their appre- 
ciation to Dr. D. G. Smith for his devotion to 
his duties on the Committee on Medical Prepared- 
ness, multiple as they were, and undoubtedly at a 
personal sacrifice in the performance of this work. 
He moved the adoption of this portion of the 
report. The motion was carried. 

It was voted that the reading of the Necrology 
Report be dispensed with, since it would appear in 
the Transactions. 

The next business was the selection of the place 
of the next meeting. Dr. Dye moved that the So- 
ciety express its gratitude to the Manchester group 
and that the next year’s meeting be held at Man- 
chester. The motion was carried. 

Dr. Beaudoin moved that Dr. T. C. Pulsifer be 
made an affiliate member. The motion was car- 
ried, 

The next report was that of th: Committee on 
Maternity and Infancy, by Dr. B. P. Burpee. 





















Report of the Committee on Maternity and Infancy 


This year marks the ninth in the study of maternal 
and infant deaths in New Hampshire by the Commit- 
tee on Maternity and Infancy. This year again the ma- 
ternal death rate is lower than that of 1941, as are the 
infant death and stillbirth rates. The committee has en- 
deavored, as in the past, to study and analyze all avail- 
able data on the maternal deaths of 1942, and to appraise 
these data so far as possible, having the advantage of know- 
ing the result of a procedure and not having to decide the 
"gore course to be taken. The committee realizes that it 

uch easier to decide what should have been done in 
‘aa case retrospectively than it is to be confronted 
Me 7 ae problem and have to decide what course 
ae tis with this thought in mind that we wish 
= to read these recommendations and suggestions 
€. It is the committee’s thought that such comments 
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as are made may be of value to all physicians who may 
at any time have similar cases. It is realized too that 
there are situations where two avenues of approach are 
present, or seemingly present, and it is up to the attending 
physician to choose the one that seems to him the best; 
if the approach used by him fails, he can only wager 
that the other approach would have given a better result. 

The information for this study was gathered from 
physicians’ and hospital records. It has been a little more 
difficult in obtaining the necessary data this year, owing 
to the fact that some of these physicians are in military 
service and their hospital records, in some cases, are in- 
complete. In 1 case only were there insufficient data for 
the committee to classify it in one of three groups. 

It is gratifying to all to see a reduction in the maternal 
death rate, the highest over a period of ten years being 
6.3 per 1000 live births in 1933. 

The greater portion of deaths were classified as un- 
avoidable, which is encouraging, but we must point out 
that 3 of these had been treated by out-of-state physicians, 
and had been sent over the border in such a physical 
condition that these deaths were unavoidable to the ex- 
tent that the New Hampshire physician was involved, In 
all 3 cases, from information gathered as to care given 
by the out-of-state physician, it would seem that the care 
was inadequate. This situation may work in reverse, 
that is, patients go into other states for final treatment 
having received inadequate care in New Hampshire, so 
perhaps we are not justified in trying to make our ma- 
ternal death rate appear lower. 

As yet, not much has been done in the study of infant 
deaths in this state, mostly for the reason that it would 
be too much of a task for this committee to gather data 
complete enough on each case to make feasible recom- 
mendations. The deaths have merely been tabulated 
according to causes, these causes having been taken from 
the death certificates. 

Stillbirths have also been tabulated according to causes. 
The definition of a stillborn child now in general use in 
the United States, and the one accepted by the Children’s 
Bureau, the American Public Health Association and the 
Bureau of the Census, has been adopted by New Hamp- 
shire and will be found in the section on stillbirths. The 
problem of stillbirths is a real one, not only for New 
Hampshire, whose stillbirth rate compares favorably with 
many other states, but for the United States as a whole. 
Even though the Bureau of the Census issues statistics, 
the whole story cannot be told by figures, as there is no 
single definition of a stillbirth in universal use. The pe- 
riod of gestation, which must be reached before registra- 
tion as a stillbirth is required, differs in each state. 


MATERNAL DEATHS 


There were 15 maternal deaths in 1942, which is 2 less 
than in 1941, and the lowest number recorded since this 
study began. In 1942 there were 9599 live births, thereby 
giving a maternal mortality of 1.6 per 1000 live births. 
It is to be noted that there were 914 more live births in 
1942 than in 1941. This was expected, owing to the 
influx of people into New Hampshire to the defense 
area, and to the increased number of marriages on the 
part of those men leaving for military service. 

These 15 maternal deaths have been classified according 
to the International List of Causes of Death (fifth revi- 
sion). This classification was made on the basis of what 
the attending physician placed on the death certificate as 
the cause of death. 


















CLASSIFICATION No. No. oF DEATHS 





en an I RR oil cece we aee seaunenwee 
Dae Ree “NE SIE gioco eccrcwecswonceustees 
149 (6) Difficult delivery with hemorrhage ............ 
147 (c) Puerperal thrombophlebitis .................-: 
140 (8) Abortion with infection .........cccccesecccess 
141 (a) Abortion without infection — hemorrhage...... 
144 (6) Toxemia — nephritic (death before delivery)... 
OO: “PIII 5 occ 5-05 S.tevaes clnvereseetees 
150 (c) Other and unspecified conditions of childbirth — 

asphyxiation due to inhalation of foreign 

RN ae hon oe Sha. Sarg auuewnaee ae Ok 5 i 
146 (c) Postpartum hemorrhage .........00scecsccoves 2 
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The committee has reclassified these deaths for the 
purpose of this report on the basis of data presented in the 
tollowing way: 






Cause oF DEATH No. or DEATHS 
ACCHMERES OF SHORNAREF 6 iasc. cicisscicacinscsevavoessescs 5 
PUREE INI. osieep ec csssecennecssesnars 2 
Ectopic gestation ruptured ..........eeeeeeeeee 1 
Asphyxiation — inhalation ..........seeeeeeees 1 
ACWE HUMORAL CGEME 6.o6sc ii cecccccccspeese 1 







PONV GUCCI TSMGSINIG. ooo o:5:5:0:5.c0c ccerivsscawessiseveses 4 
Following spontaneous abortion............+.++ 1 
GEE Sosa tudeves sie ccungeenaccte 1 
CO MEIER 85 bcd: cccteeenstbertsaeewses 2 








MIN CEES SENEND. cco dss sn chk skee eke meipaetenernke 3 
Puerperal sepsis ... . Aes TRE RAG NER R RES S 2 
Abortion (self-induced with resulting bacterial endocarditis) 1 

Total ee ate piptpale ices ore ite 15 






There were two cesarean sections done in the 1942 se- 
ries. One was considered as justifiable and the data on 
the other were insufficient for the committee to make any 
comments. Of these 15 deaths, 4 autopsies were obtained, 
3 of which confirmed the diagnosis made by the clinician. 
In 1 autopsy the cause of death could not be determined, 
but a complete autopsy was not done since permission 
to examine the head was not given. The committee 

i from the data obtained classified this as an accident of 

} pregnancy, prubably acute pulmonary edema. 

, It has been the usual procedure of this committee to 
classify these deaths further, just by way of making the 
problem more concrete and to try to point out to what 
extent clinicians can be held responsible in helping to low- 
er maternal deaths. Group I includes the cases in which 
the patient was at fault because of refusal for prenatal 
care, neglect, self-induced abortion and so forth; Group 
II, those in which the obstetric treatment was inadequate; 
Group III, those which were apparently unavoidable; and 
Group IV, those where data were insufficient and, there- 
fore, undetermined. 

























CLASSIFICATION No. oF DEATHS 









4 

MOE 5 0540a4 ne aenteee ts pc eS anes ee Naceacs yas 7 
NEE Nc ica Weep aNechaea en tA dieses NasSsaeLcot eae 1 
BEE Socodirasederureniaaasbetcaey nats ee eneauees 15 





The causes of death in Group I, where the patient was 
at fault, were as follows: 





Cause or DEATH No. oF Cases 





Toxemia of pregnancy (neglect of treatment)........... 2 
Induced abortion ......... Ree TE CRE td desicteiions 1 
3 





OD catches beeen 





_ The causes of death in Group II, where it was con- 
sidered that inadequate care was given, were as follows: 
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Cause or DeatH 


No. oF Cases 
Post-partum hemorrhage .......................... 2 
Puerperal thrombophlebitis with pulmonary embolism. _ l 
Difficult delivery with puerperal eae l 
a arch ica ai edecsbeeecdte keiias-. 4 


The causes of death in Group III, in which the deaths 
were considered unavoidable, were as follows: 


Asphyxiation due to inhalation 


Phlebitis with embolism ................--...-..... i 
Post-partum hemorrhage ..................0.0.......... 2 
Ruptured ectopic gestation ....................0.05..... l 
PMN NEES eiarde sy dsieG ib tmdinn aid keleikics.6ceneecec 1 
We eg aS Veils a bn sonndreneaewdunees nieces iwceas 1 

OE os akin hcedicn wR ac Aae myo ed vaniedie ta aiwenianc c 7 


The toxemia listed in this group was one of those that had 
been treated out of state and was first seen by a New 
Hampshire doctor when the patient was having sus. 
tained convulsions and died within a few minutes, An 
immediate cesarean was performed and a live baby de. 
livered. The case of puerperal sepsis was one of those 
seen by a New Hampshire.doctor in the terminal stage. 
In both these cases, the committee considered these 
unavoidable since this particular study is to comment on 
the grade of obstetrics being done in the State, as is evi- 
denced by the analysis of these particular cases. 

Only one case must be put in Group IV because of 
insufficient data. The cause of death given was puerperal 
sepsis following cesarean section. 

In the numerical analysis, the group of unavoidable 
deaths is the greatest, and the order of causes of death 
are accidents of pregnancy, post-partum hemorrhage, 
toxemia, pucrperal sepsis and induced abortion with re- 
sulting endocarditis. 

In the 1942 series all cases were delivered in a hospital. 

The deaths by county in urban and rural areas were 
as follows: 


County Ursan  Rurar_ Torat 
CASES CASES 

UNE inc 2k Scots dar asdeee tes 1 0 1 
Carroll Ginipuutst Wer wie tlle atiata Palaces 0 0 0 
RN Nocisncos teushaksaasnenuan 0 0 0 
Ne FiioiGukankchbeunsasances 0 2 2 
RRS os oc aceon bab wee a aan 3 l 4 
PNONOMRE Sic adeenlandéadsaxaiue 2 0 2 
I So aus insazasniare 0 0 0 
NE Peer ee 3 1 4 
SD >. cdensisxdeseandnastsane 0 0 0 
ee eee eee eres 0 2 2 

NONE Fairencuneksdadceue canes 9 6 15 


The maternal mortality rates per 1000 live births by 
years from 1933 to 1942, inclusive, are as follows: 


No. or Rare Per 1000 


YEAR 
DEATHS Live BirtHs 

Le eA EEA aR SBE ROA eS 6.3 
SORE a lg. No came ts 5.4 
ls Sab de Cee RRR ae Re Oe 46 6.1 
1 EE A Remar, ne ea 37 4.8 
HOOP, 2.525 cathtesscaneanebesioy 34 4.3 
cE SRL Ore Bee 24 3.8 
7 Sp eae eet» Oe nee ct aa 25 3.1 
RN eee Set SORES RIE Seen 24 3.1° 
ee A ee ae 17 1.9° 
wr Egret Selene meer Cie 15 1.6 


*Corrected rates. 


The most recent figures available for maternal death 
rates are those of 1940. At that time the maternal dea 
rate for the United States as a whole was 3.8 per | 
live births. North Dakota had the lowest maternal death 
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rate, 1.7, and South Carolina the highest, 6.8. New 
Hampshire for 1940 was in nineteenth place with a rate 
of 3.1. We have no comparable figures for 1941 and 1942. 


Comments and Recom mendations 


The committee, having reviewed all the available data, 
reports that in no case was there evidence of really bad 
obstetrics. In most cases, it was a matter of not giving 
enough treatment, rather than the wrong kind. This ap- 
peared to be true in the 2 cases of post-partum hemor- 
rhage, and at this time the committee would like to make 
certain comments on the treatment of such cases. 

The committee would like to emphasize once again the 
necessity of proper diagnosis and immediate treatment 
of thoce women who suffer hemorrhage or who show 
signs of shock immediately or soon after delivery, wheth- 
er the delivery has been spontaneous or operative. One 
must remember that uterine atony is not the only cause of 
post-partum hemorrhage, and more especially of shock 
without evidence of external bleeding. 

Other pathologic conditions may be a partially sepa- 
rated placenta, retained cotyledons of a removed pla- 
centa, cervical tear, tear of the lower segment or body of 
the uterus and, less frequently, inverted uterus, fibromas 
and ruptured vaginal varicosity. These may all cause 
profuse bleeding. 

The conditions that may cause profound shock without 
external bleeding are tear of the lower uterine segment, 
rupture of the uterine body and inverted uterus. 

Each of these conditions is serious enough to justify 
immediate sterile vaginal examination, both manual and 
visual, to establish correct diagnosis, the specific treat- 
ment to follow depending on that diagnosis. Partially 
separated placenta and retained cotyledons should be re- 
moved manually. Cervical lacerations should be repaired 
under direct vision. A ruptured uterus requires abdom- 
inal surgery, either to repair the rent, if possible, or to do 
a hysterectomy. Fibromas with persistent bleeding may 
also necessitate hysterectomy. An inverted uterus requires 
replacement either manually from below or by abdominal 
surgery. Ruptured vaginal varicosities may be controlled 
by packing tightly. In addition to these briefly outlined 
specific treatments, the committee would like to reiterate 
the immense value of intravenous fluids, especially trans- 
lusions of whole blood or plasma. 


It is thought worth while to stress the importance of 
keeping confined to bed a patient who shows clinical 
evidence of a phlebitis, particularly in the presence of a 
scptic temperature, regardless of how low grade, until 
the temperature becomes normal and remains normal, and 
the signs and symptoms clear. There is a great tendency 
on the part of physicians to disregard these warnings 


and to get these patients out of bed, only to have them 
die in a few minutes, 


One death was due to inhalation of vomitus while being 
delivered, Although this was considered unavoidable, 
tt does nevertheless remind us that we can be more care- 
ful in explaining to patients the importance of not eating 


heavily, or not at all, if there are signs and symptoms of 
going into labor. 


Pes 2 cases of death due to toxemia were classed in 
—— I, that is, the patient being at fault. In both cases, 
patients were being seen regularly and being given 


te “cay care. Both patients were more or less toxic 
eats out, and both neglected to report back to the 
ysiclan when told to do so. Both were severely toxic 
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when finally seen. The committee wishes to point out 
that the fault does actually lie with the patient, but can 
a physician who is giving good prenatal care forget about 
a toxic patient? In most cases, it would be easy to con- 
tact this patient either by telephone or letter or by sending 
out the district nurse or public-health nurse and asking her 
to check on these patients or to see that they come in to 
their doctor. These nurses are placed in the field to help 
physicians as well as patients. It is up to the physician 
to educate his toxic patient as to the value of frequent 
prenatal visits. 

Tke committee must continue to comment on the 
value of hospital records and the necessity of keeping 
these up to date. For the most part, hospital records, 
when resorted to for information this year, were most in- 
complete. To be sure, most of these incomplete records 
were those of physicians who had gone into the armed 
services and were undoubtedly too busy at the last to 
think of hospital records. There are also incomplete 
records of physicians who are not in service. The one 
case classed in Group IV is an example of the latter. From 
the hospital record it can be gathered that the infant was 
delivered by cesarean section and that the mother died 
two days post partum. No reasons for performing a sec- 
tion were given. It seems necessary to keep stressing the 
subject of records. Keeping poor records helps to lower 
the standard of the hospital. It is as much the hospitals’ 
responsibility to see that their records are kept up to 
date as it is the physicians’. Good records are a safeguard 
for both physicians and hospitals. 


MATERNITY-CARE PROGRAM FOR SERVICEMEN’s WIVES 


The committee served this year, as before, as an ad- 
visory committee to the State Board of Health regarding 
programs involving the care of mothers and infants. The 
purpose of this procedure has been to afford proper rep- 
resentation of the Society regarding such programs. 

With the induction of thousands of young men from 
New Hampshire into the armed forces, it became apparent 
that provisions had to be made for the care of pregnant 
wives of these men. The committee was confronted with 
the problem of aiding the State Board of Health in meet- 
ing this emergency. The following facts are presented 
for the information of the Society. 

The First Deficiency Appropriation Act of Congress in 
1943 provided for a sum of money to be allotted to any 
state setting up a program for maternity care of wives 
of servicemen. New Hampshire has such a program now 
in operation, administered by the State Board of Health 
through the Division of Maternal and Child Health. 
As to eligibility for care under this plan, “Any woman 
in the State, irrespective of legal residence, whose hus- 
band is an enlisted man [this includes men deceased or 
missing in action] in the armed forces of the United 
States of the fourth, fifth, sixth and seventh grades [Army, 
Navy, Marine Corps and Coast Guard], and who makes 
application for such care, will be eligible for the medical 
and hospital maternity services provided under the plan, 
without cost to the family, when similar services are not 
otherwise available from the medical or hospital facili- 
ties of the Army or Navy or from facilities provided by 
or through official state or local health agencies.” 

Application forms for this service have been distributed 
to physicians, hospitals, the Red Cross and other social 
agencies throughout the State, and more may be obtained 
from the State Board of Health. 
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The service gives prenatal, delivery and post-partum 
care, and hospitalization on ward service at a flat rate 
at present of $45 for a ten-day period. Physicians are 
paid on the basis of $15 for prenatal care and $20 for de- 
livery. This fee was recommended by the Committee on 
Maternity and Infancy of the Society. 

Applications must be returned to the Division of Ma- 
ternal and Child Health, 17 School Street, Concord, and 
on receiving the application, authorization for this care 
will be sent to the physician and hospital involved. The 
plan is not retroactive; all care must be authorized be- 
fore financial responsibility for the case can be assumed 
by the Division of Maternal and Child Health. In case 
of an emergency delivery, this department must be no- 
tified within forty-eight hours. 

Hospitals to be used under the plan are those which 
are duly licensed by the State Board of Health to admit 
and care for maternity patients. Home deliveries are to 
be done at the discretion of the attending physicians. Only 
those physicians who are graduates of a recognized medi- 
cal school, have an M.D. degree and are licensed to prac- 
tice medicine in New Hampshire may be authorized to 
give medical care under this plan. 

Any further information regarding this plan may be 
obtained from the State Board of Health. 


INFANT MorTALITY 


Included in this group are those infants who died under 
one year of age. There were 322 infant deaths in 1942, 
giving an infant death rate of 33.5 per 1000 live births. 
In 1941 there were 319 deaths, a rate of 33 per 1000 live 
births. These deaths are tabulated as to causes and time 
of death after birth. 


Cause oF DEATH No. oF DEATHS 


Deaths occurring during the first day: 


IT is dato Sa cc.cine Sats dekvs cnee tiegrapalbaqeuasees 87 
NNN UUEINEN Boi yas deduces vplsies sve eewaanaes 2 

I Rite a ot Pcs aA cach hekakeriaeeceeaamer: Jae 
EE INI oo gk dce'e'crowsinoine ss mnan eine ostewiers 7 
RNIN esti seis cise > ae Baan a Nidivid nae ecsiteims abc 4 
RG Rr a ee eae Ta ee ene 2 
IID or 7sisp.5t ccilamnrecioe pales sarcesaerhaces 1 
Hemorrhagic disease of newborn ............0....seeee 1 









NS tt spre Ae thuinik eae a WME RMON eh esas eeaen 
SEE HIND 5 ooo Gans odes vawakvneseeavesneanen 
I, Soros cance crane ep cae eeawdins tinea cathe cesaaiwe 
MEL A Natoee sa rhcnscecee rasan sieeve aeiae ns hens 
IN Sere rraiava)) krcts tis aaa tas eo gts Ra ks a ANI Tale CAs ere ves 
Hemorrhagic disease of newhorn 
ET Ee ere Te re eee ee 
ES losin eoca reed sis iheseUis ca TCRbickdsaneww ess 6 vinare 
INE for bia Aoki Anesetahese Va ees cede p eee uene 
EE RUE cis. .ateo.ciecs.e rs siswidaa dears naire bees 
ING eS coor ideith wena od ae Ook Sriele sibA SEAN rane 
MIE Sir iaicssisnalaicais ecb a nomi 










Deaths occurring from the second to the twelfth month, inclusive: 


Nao La desc. outa emigiire eine bs o-eawtae bie Hien ase 
I iid order ase sive ENA o NO na Swanepoel NW eaecdanre 
TEIN fog t5. 50s ad ld Riwis-y'e-06~ ewan dene weiaewan 
ES orks a od vive 0:9 BSc « wea Daewoo er 
Suffocation (accidental) 
StS ec eci tian Vas sidecadaensin Cueieiawe sania 

DINO, od scSicdces s+ eusesweomeepeasesemeats 

NEED sa Ua asc atk ope ss eax sweN abuts tenner oeve 
NE Sve hnseest-oeried bbe doacuntbeieanenevckenws 
Tubercular meningitis 
NE EE e556. 6 sis-vicos.d.ve cen eave vasenOeesdesctenes 
ED x Rede tdeananrrswsnnss cohendisedeedreeess 
IU fee is wernt B8 aac newGetinwes ereciadieseesccauns 


EE aNd oc eevaseaancmaveeNcaselewdeuyeeauneeeaes 
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There has been a steady decline in infant mortality in 
the United States as a whole since 1915, when data on 
this subject were first collected. The rate then for the 
country as a whole was 100 per 1000 live births and in 
1938 it was just half, 50 per 1000 live births. The better 
control of communicable diseases and a better under. 
standing of infant feeding, thereby decreasing gastrointes. 
tinal disturbances, have probably contributed greatly to 
this decrease. It Is interesting to note, that, so far as fig. 
ures can be obtained, New Zeaiand has consistently re. 
ported a lower infant death rate than any other country, 
whereas the Netherlands, Australia, Norway, Sweden and 
Switzerland have reported rates that have been lower 
than those of the United States, according to the last ob- 
tainable figures (1936). 

For the year 1936, in the United States the causes of 
deaths of infants under one year of age, as compiled from 
the death certificates, showed that 52 per cent died of pre- 
natal and natal conditions. These conditions included 
prematurity, injury at birth, malformation and debility, 
From 1915 to 1936, where figures are available, deaths un- 
der one year have been cut in half, deaths during the 
first month have been reduced one fourth, and deaths 
occurring on the first day have shown no decrease. 

Our own series of infant deaths bear out some of these 
facts, namely, that the death rate for those during the 
first day of life remains high. In the United States as a 
whole the rate in 1915 and 1936 was 15 per 1000 live 
births, and New Hampshire also shows 15 per 1000 live 
births in 1942. The New Hampshire series also shows 
that over 50 per cent are attributable to prenatal and na- 
tal conditions. Adair and Potter point out in their book 
Fetal and Neonatal Death that the classification used by 
the Bureau of Census, which is an international one, classi- 
fies all conditions under one of five headings, namely, 
congenital malformation, congenital debility, premature 
birth, injury at birth and other diseases peculiar to early 
infancy. Congenital debility usually indicates that the 
physician was uncertain as to the cause of death. Pre 
maturity usually takes precedence over contributing 
causes of death on a certificate, thereby possibly masking 
the real cause of death. On the basis of this classification, 
they believe that the figures from the Department of Vi- 
tal Statistics are inaccurate for actual frequency of the 
various causes of death in early infancy. 

The infant mortality rates per 1000 live births by years 
are as follows: 









YEAR 










STILLBIRTHS 


Of the 244 stillbirths recorded in the State for 1942, 
the following causes were given: 


Cause No. oF Cases 

SUMAN books cadcisccbuwn coon sos saneneratenmetaasene 4 
PIN ovens vcnssorascpsctniccsdoeesnssecererens® 6 
NN oor ckdanewigesteesene Sig clapeaudiaa maviowasese® i 
Hemorrhage, maternal ..........eeeeeeeerrererrrree® 

Congenital deformity ..........-+ Sg ieee aaseueneaeen +4 
Attributed to COrd ......ccccccccccccccccccccccsseerrer® 

Difficult delivery .........cccccccccccccccccrsererreere® 3 


IE oc ves evcds sous dnc So vennasansnryoesouseserren® 
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Atelectasis : 1 
Therapeutic abortion .....+++++seerereeeerereseserereres 
Erythroblastosis ...++++++e+erereeeserssereeeeeeeeeeenes ; 
Diabetes .osseeeeeeeeeeeeeeeeeeeeeeeeersseecereseeeeeees =. 
Total ..cscecceceececceceeesseceeeeesseeeeeeeeeeees 244 





stillbirths vary from year to year, and no evidence for 
this variation is apparent. For the last five years the fig- 


ures are as follows: 









YEAR No. oF Cases 
1938 .ceccccccccecccceeenscccecsceccscssscnsesccscseses 242 
1939 “.scvcuscseesecccccsccresseeccccessccsccsscoseesens 211 
IMO. civneccccscecccesccerecrececscvesecssecedsevese ses 187 
IO] cvccccsvucccccoecccecseccceceecesscsscesewecegeses 281 
SES REN OE PETES FR SMI een che Cee 244 





Previously, New Hampshire has used the definition of 
4 stillbirth recommended by the League of Nations and 
the International Institute of Statistics—namely, “A 
dead-birth (stillbirth) is the birth of a (viable) foetus, 
after at least twenty-eight weeks pregnancy in which pul- 
monary respiration does not occur; such a foetus may 
die either: (2) before, (2) during or (c) after birth, but 
before it has breathed.” The statistical definition adopted 
for use in the United States, and the one accepted by the 
Children’s Bureau, the American Public Health Associa- 
tion and the Bureau of the Census and the one now in 
use in New Hampshire, is as follows: “A fetus showing 
no evidence of life after complete birth (no action of 
heart, breathing or movement of voluntary muscle), if 
the twentieth week of gestation has been reached, should 
be registered as a stillbirth.” 

The differences between these two definitions relate to 
the period of gestation required and to the criterion for 
determining life. Since the point of differentiation be- 
tween liveborn and stillborn is highly controversial, the 
final decision as to the definition of stillbirth really rests 
with the obstetrician who is to make the decision in ac- 
tual practice. If these physicians would voice their opin- 
ion on the controversial points involved, it would aid 
the State Board of Health and Vital Statistics Office in 
becoming aware of the desires of the medical profession in 
regard to this subject. Meanwhile in order to make uni- 
formity in reporting for the purposes of comparison, it 
seems essential that physicians follow the United States 
definition. 

As has been said, there is no single definition of still- 
birth in use in the states, the period of gestation differ- 
ing widely in different states. In Maryland, Missouri 
and New York City the delivery of any product of con- 
ception must be registered; in Delaware there is no defi- 
nite ruling; in Connecticut registration is not necessary 
unless the period of gestation is seven months or more. 
In the majority of states, a fetus that has advanced to the 
fifth month must be registered. 

It is, therefore, evident that there is a lack of com- 
parable bases for analysis. The stillbirth rate for New 
Hampshire for 1942 is 25.4 per 1000 live births. We have 
no available figures for the United States except for 1939, 
Which showed 32 stillbirths per 1000 live births. The 
highest rate was in Mississippi, 51.1, and the lowest was 
in Washington, 17.5, 

a 1936, the Children’s Bureau conducted a study of 
we maternal and fetal conditions associated with still- 
i for the purposes of determining and classifying 
- — of death. The study was made on 6750 still- 
ta and certain interesting figures were obtained. 

owed, among other things, that 58 per cent of 
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the fetuses die before the onset of labor and 42 per cent 
during labor; that in the early months of pregnancy 
deaths before the onset of labor were proportionately high- 
er than deaths during labor; that the greater per cent of 
fetuses died before labor began in those cases where tox- 
emia, hemorrhage and syphilis were maternal complica- 
tions, and where deformities were found in the fetus. In 
this series it was found that the following conditions 
were associated with stillbirths in the order of frequency: 
toxemia, ante-partum and intra-partum hemorrhage, cord 
complication or anomaly, congenital malformation, 
syphilis and birth injury. 

For the most part the causes of fetal death as given on 
death certificates are maternal conditions with the excep- 
tion of fetal deformities. Here again the classification of 
causes of stillbirths varies. The International Commission 
for Revision of the International List of Causes of Death 
in 1938 adopted the following classification: Group I, 
stillbirth caused by disease in, or accident to, the mother; 
Group II, anomalies of the fetus, placenta or cord; Group 
III, death of the fetus by injury or other causes; and 
Group IV, stillbirth due to other causes. 

The purpose of the committee in going somewhat into 
detail on stillbirths is to try to stimulate the interest of 
physicians in this problem. Any comments as to the 
definition of a stillbirth or as to the causes of stillbirth 
will be gratefully received by the committee. 


The committee wishes to thank the physicians and 
hospitals for their continued co-operation in furnishing 
the data necessary for making this report. Any recom- 
mendations that the physicians throughout the State may 
have to make regarding these annual reports will be 


- greatly appreciated. 


The committee wishes to acknowledge with apprecia- 
tion the co-operation of the Division of Maternal and 
Child Health of the State Board of Health in furnishing 
data and personnel in the preparation of this report. 

Rosert O. Bioop, Chairman 
BENJAMIN P, Burpee 
Marion FarrFieELp 


Dr. Burpee then read a letter from Dr. Mildred 
A. Chamberlin, acting director of the State Board 
of Health, which requested an interpretation of a 
paragraph in the regulations governing the 
maternity-care program for servicemen’s wives. 
This paragraph read as follows: 

Authorization for medical or hospital care is to be 
made by the State Board of Health under agreement with 


the attending physician or the hospital that no payments 
will be accepted from the patient or family. 


The Board of Health believed that the patient 
should be allowed to contribute, if she so desired, 
and asked if this was prohibited by the rule in 
question. After a lengthy discussion, Dr. Peters 
reported that the Committee on Officers’ Reports 
thought that they did not have enough informa- 
tion to bring in any definite recommendation re- 
garding this matter, other than to recommend that 
the House of Delegates consider the Government 
plan for the payment of hospital and medical 
care of servicemen’s wives at the time of deliv- 
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ery. He moved the adoption of that portion of the 
report; this motion was carried. 

Dr. Burpee said that the State Board of Health 
would also like advice on the matter of stillbirths. 
There was still a great deal of argument going on 
as to what should constitute the definition of a 
stillbirth. Previously, New Hampshire had used 
the definition recommended by the League of Na- 
tions and the International Institute of Statistics: 
“A dead birth or stillbirth is a birth of a fetus after 
at least twenty-eight weeks of pregnancy, in which 
pulrnonary respiration does not occur. Such fetus 
may die either before, during or after birth, before 
it has breathed.” ‘The statistical definition adopted 
in the United States and the one accepted by the 
Children’s Bureau, the American Public Health 
Association and the Bureau of the Census, and the 
one now in use in New Hampshire, was as follows: 
“A fetus showing no evidence of life after com- 
plete birth, no action of heart, breathing or move- 
ment of the voluntary muscles, if the twentieth 
week of gestation has been reached, it should be 
registered as a stillbirth.” He said that the State 
Board of Health would like an expression of opin- 
ion from the doctors of the State as to what defini- 
tion of a stillbirth should be used. 

Dr. Wilkins asked whether the definition now 
being used was not satisfactory. Dr. Burpee re- 
plied that it was satisfactory to some people but 
not to others. Any fetus, he said, that was born 
after the twentieth week was considered a still- 
birth. Speaker Parsons asked Dr. Peters whether 
he had a report on this matter. 

Dr. Peters moved that the Committee on Ma- 
ternity and Infancy take the matter up with the 
Public Health Department for further clarification. 
This motion was carried. 

Dr. Peters for the Committee on Officers’ Re- 
ports, further moved that the report of the Com- 
mittee on Maternity and Infancy be accepted. The 
motion: was carried. 

Speaker Parsons said that Dr. Burpee had asked 
for an opinion from the delegates on the question 
of medical fees in obstetric work, assisted by gov- 
ernment grant, and asked whether there was any 
further discussion on the matter. 

Dr. McGregor said he thought the fee was 
too low. 

Another member asked whether the $15 and 
the $20 fees were standard ones. Dr. Smith said 
that the chief objection of the Nashua doctors 
was that the State Board of Health, the Govern- 
ment and the Children’s Bureau were dictating 
fees, and they did not see why they could not 
charge more and have the patient pay the dif- 
ference between the charge that they might make 
and what the Government would give under this 
appropriation. If that didn’t occur, they would 








rather not accept any money from the Government 
or the State Department of Health and take thej 
chances of collecting the regular fee from the : 
tient’s family or the patient. For that eae 
they were crossing out that agreement at the bot. 
tom of the application. 


Dr. Smith said further that his authority for 
the investigation of these cases by the Red Cross 
was given by the field secretary of the Red Cross 
in New Hampshire, and also that Dr. Chamber. 
lin im a letter in February asked that the Red 
Cross investigate. One of the doctors also stated 
that three women came to him with the blanks 
for him to sign, applying for aid, who, so far as he 
knew were perfectly able to pay for the maternity 
care. He said he did not see why a doctor could 
not get $50 or more for taking care.of the patient, 
and not have to accept $35 from the Government. 
For these reasons, Dr. Smith said, the Nashua 
Medical Society, not an official body so far as 
the New Hampshire Medical Society was con- 
cerned, voted to disapprove the plan. 


The meeting then adjourned at 10:30 pm. 
until 8:30 a.m., May 11. 


The House of Delegates convened at the Hotel 
Carpenter, Manchester, on May 11, 1943, at 8:30 
a.m., with Speaker Charles H. Parsons, of Con- 
cord, presiding. 

The following members answered the roll call: 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio 

W. J. Paul Dye, Wolfeboro 

Francis J. C. Dube, Center Ossipee 

Walter F. Taylor, Keene 

A. C. Johnston, Keene (alternate for Norris H. Rob- 
ertson) 

Leander P. Beaudoin, Berlin 

Arthur B. Sharples, Groveton 

Arthur W. Burnham, Lebanon 

Leslie K. Sycamore, Hanover 

Deering G. Smith, Nashua 

Edward V. Putnam, Warner 

Clarence E. Butterfield, Concord 

Frederick S. Gray, Portsmouth 

Anthony E. Peters, Portsmouth 

Edwin D. Lee, Exeter 

Roland J. Bennett, Dover 

George G. McGregor, Durham 

B. Read Lewin, Claremont 

Emery M. Fitch, Claremont (alternate for Henry C. 

Sanders, Jr.) 


Dr. Putnam presented a report, held over from 
the day before, on the National Conference for 
Medical Service. He explained that in conference 
with some of the other delegates, it had been 
cided that the basic point seemed to be a question 
of some sort of liaison officer or commission to 
established in Washington for the purpose of mak- 


presic 
of th 





ing contact between the medical groups in any 
legislative work that might be done. He recom- 
mended that the House of Delegates be put on 
record as favoring the basic principle of having a 
jiison representative in Washington. This should 
be done through existing committees, or as it 
might be deemed best by the American Medical 
Association. He moved the adoption of this rec- 
ommendation. The motion was carried. 

The report of the delegate to the American 
Medical Association was then presented by Dr. 


D. G. Smith. 


Report of the Delegate to the House of Delegates 
of the American Medical Association 


The role of the medical profession in the war was the 
chief subject discussed by the House of Delegates at the 
ninety-third annual session of the American Medical As- 
sociation held at Atlantic City on June 8-12, 1942. The 
meetings were well attended and interesting as usual. 
Your delegate served as chairman of the Reference Com- 
mittee on Reports of Officers. 

President Frank H. Lahey stated that the public and 
the medical profession were not aware of the seriousness 
of the war, and warned that “optimism is one of the 
things which can lead to our downfall.” 

President-elect Rankin, most fittingly a colonel in the 
Army, and since the meeting made a brigadier-general, 
emphasized that this is a young man’s war but the older 
men left at home will have to do work of equal impor- 
tance. 

Paul V. McNutt, director of the Office of Defense 
Health and Welfare, stressed the urgency of securing 
2,000 physicians to serve with the armed forces. This 
tremendous feat has now been accomplished and New 
Hampshire has done her part. Mr. McNutt stated that 
the medical profession does not realize the magnitude 
and seriousness of the war, but it seems as if we have be- 
gun to do so. 

The importance of industrial-health studies and _pro- 
gram’ was emphasized, for aside from actual war medi- 
cine, there is no factor that will contribute so much to 
the war effort as industrial health. , 
_ The Council on Medical Education and Hospitals was 
instructed to develop a program of refresher courses for 
physicians returning to civilian practice after the war. It 
Was recommended that the Board of Trustees confer with 
the proper governmental authorities regarding the grant- 
ing of furloughs with full pay to officers taking these 
courses, 

The Committee on Medical Preparedness was dis- 
charged, and a War Participation Committee was estab- 
lished, Your delegate recommends that no change be 
made in the State Medical Preparedness Committee, but 
that its duties include those pertaining to participation 
in the war. 
fie activities of the National Physicians Committee for 
= — of Medical Service was approved and it 

ared the policy of the House of Delegates to en- 
‘ourage this effort and similar efforts with identical 
Purposes, 
Rernlitirs of Atlanta, Georgia, was chosen 
ta a. and New York was selected as the site 
; ession. The 1943 general session has been 
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canceled except for a meeting of the House of Delegates 
in Chicago next month. 


Deerinc G. SMITH 


Dr. Dye reported for the Committee on Nomina- 
tions as follows: 
OFFICERS 


President: James W. Jameson. 
Vice-President: Fred Fernald. 
Secretary-Treasurer: Carleton R. Metcalf. 


Councilors (five-year term): Clifton $. Abbott, Belknap 
County, and Arthur W. Burnham, Grafton County. 


Trustee (three-year term): Howard N. Kingsford. 


House of Delegates: speaker, George F. Dwinell; vice- 
speaker, Ralph W. Tuttle. 


Delegate (American Medical Association): Deering G. 
Smith. . 


Alternate Delegate (American Medical Association): 


Emery M. Fitch, 
Necrologist: Henry H. Amsden. 


STANDING COMMITTEES 


Advisory Committee on Jurisprudence: Clifton S. Ab. 
bott, W. J. Paul Dye, John J. Brosnahan, Richard 
E. Wilder, John F. Gile, David W. Parker, Robert 
J. Graves, Samuel T. Ladd, Jeremiah J. Morin, Henry 
C. Sanders, Jr., Carleton R. Metcalf, Chairman. 


Amendments to Constitution and By-laws: James B. 
Woodman, W. J. Paul Dye, Frederick S. Gray. 


Child Health: Colin C. Stewart, Jr., B. Read Lewin, 
Franklin N. Rogers. 

Control of Cancer: George C. Wilkins, Ralph E. Miller, 
George F. Dwinell. 


‘Maternity and Infancy: Benjamin P. Burpee, Marion 


Fairfield, John J. Boardman. 

Medical Economics: Leslie K. Sycamore, Richard W. Rob- 
inson, Francis J. C. Dube. 

Medical Education and Hospitals: John P. Bowler, James 
W. Jameson, Herbert L. Taylor. 

Medical Preparedness: Deering G. Smith, Ezra A. Jones, 
Carleton R. Metcalf. 

Mental Hygiene: Benjamin W. Baker, John B. McKenna, 
Simon Stone. 

Public Health: Harris E. Powers, Anthony E. Peters, 
Clinton R. Mullins. . 

Public Relations: The President, The Vice-President, The 
Secretary-Treasurer, Robert J. Graves, Joseph N. Fri- 
borg. 

Publication: Carleton R. Metcalf, John F. Gile, Emery M. 
Fitch, 

Scientific Work: Carleton R. Metcalf, Frederic P. Scrib- 
ner, Sven Gundersen. 

Tuberculosis: Robert B. Kerr, Clarence O. Coburn, Rich- 
ard C. Batt. 
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The report was accepted. Dr. James W. Jame- 
son, of Concord, was elected president, and Dr. 
Fred Fernald, of Nottingham, was elected vice- 
president. The Secretary was instructed to cast 
one ballot for the remainder of officers and com- 
mittee members, as nominated; this was done, and 
all were declared duly elected. 

Dr. Metcalf moved a vote of gratitude to the 
members in Manchester who had arranged the 
details of the meeting; it was so voted. 

Under unfinished business Dr. McGregor opened 
discussion about maternity fees for soldiers’ wives, 
in order to see if there was some way in which 
the fee schedule could be increased, and to ascer- 
tain what fees were being paid in other states. 
There seemed to be considerable misunderstand- 
ing as to whether the agency concerned was a 
Government or a Red Cross agency. Some doc- 
tors were not satisfied with the present fee sched- 
ules. The amount did not seem to meet the 
minimum for the hospital in Exeter. 

Dr. Sycamore thought that this question called 
for more investigation by the Committee on Ma- 
ternity and Infancy, and added the matter could be 
left in their hands to make alterations, if possible. 
Dr. D. G. Smith spoke as follows: 


I believed that Dr. Burpee would tell more about 
the plan than he did. It was brought to my attention 
first about ten days ago. I got the feeling that the 
thing was rushed through, perhaps slipped through 
rather rapidly, because there was a copy of a letter 
sent to the Red Cross in Nashua that was to be sent 
to every doctor in the State. I, for one, did not receive 
the letter. I have talked to a number of others who 
received no letter explaining the plan. The fee list 
was apparently established by Dr. Burpee — because Dr. 
Fairfield was on the same committee with Dr. Bur- 
pee and said they were consulted — and was rather hur- 
riedly adopted. That was probably why the medical 
society was not consulted. ; 

A number of men in Nashua think this is an enter- 
ing wedge for state medicine; that the Government is 
appropriating this money to the State Board of Health 
and the Children’s Bureau, dictating our fees. They 
say if the Government is starting now to take care of 
the soldiers’ wives and children, it will be only a short 
time after the war when they are taking care of the 
soldiers. The doctors in Nashua are opposed to it. 
Also, they. did not think that the fee schedule is high 
enough. 

Speaking unofficially, in talking with the Superin- 
tendent of the Memorial Hospital in Nashua, I discov- 
ered that $45 for ten days would not cover the cost 
of hospital care. It would not take care of a number 
of things, such as charges for x-ray films, delivery 
room, medicines, anesthesia, supplies and what not, 
including care of the baby, and it was said last night 
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that the doctors there are very much opposed to the 
general idea. Probably we can do little or nothing 
about it, but the men are especially upset about the 
dictation as to the fees. It is bad enough on welfare 
cases, but why should they be dictated to us on other 
cases? Many of these people have sufficient funds 
to pay these bills. 

The original appropriation, according to Dr. Cham. 
berlin and the head of the Red Cross in New Hamp- 
shire, was for the care of soldiers’ wives who had no 
available funds, and this new appropriation is to take 
care of all soldiers’ wives in the four lowest pay groups, 
regardless of their income. . 


Dr. Gray said he thought that a discussion of 
the fee schedules should be carried on by the com- 
mittee, as previously suggested, and that the House 
of Delegates should go on record as recommending 
that an elastic fee schedule be adopted, or at least 
recommended, whereby in abnormal cases, a high- 
er fee could be charged, and that the top limit be 
not set as it is in the recommendation. 

Dr. Smith said that an alternative proposa! was 
made by Dr. Fairfield, namely, that a grant of $35 
toward the doctor’s bill and $45 toward the hospital 
bill be given to the soldiers’ wives, if they needed 
it, and that the balance be taken care of by the 
individual. He moved that the delegates go on 
record as being opposed to the present fee sched- 
ule for the maternity care of soldiers’ wives as in- 
adequate, and as suggesting to the committee that 
either these rates be raised, or else the $35 to be 
given to the doctor be considered as a part pay- 
ment in some cases, and that the doctor be al- 
lowed to charge a reasonable balance. The motion 
was carried. 

Dr. Dye, referring to the motion made the pre- 
vious evening for expediting the medical insurance 
plan, asked for clarification of how the matter now 
stood. It was voted then that the Committee on 
Medical Economics and the officers be a commit- 
tee to formulate a plan and to present such a 
plan at the earliest possible moment to the House 
of Delegates. Was there, he asked, a further pro- 
vision that this plan be sent to each member of 
the House prior to said meeting, so that the mem- 
bers could look it over and discuss the question 
intelligently? 

Speaker Parsons replied that no definite motion 
was made that that plan be specifically referred to 
each member, but it was understood that it would 
be; otherwise, it would be impossible to consider 
the matter intelligently. 


The second and final meeting of the House of 
Delegates was adjourned at 9:15 a.m. 
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CASE 29391 
PRESENTATION OF CASE 


A twenty-seven-year-old medical student was ad- 
mitted to the hospital because of massive bloody 
stools, 

The patient was in good health until two days 
prior to entry when he developed coryza, photo- 
phobia and slight sore throat. There was no mus- 
ce pain or stiffness. His bowels, which had moved 
normally the day before, had not moved on that 
day. The following day, while on a train, he 
noted that he was sweating more than usual and 
felt chilly. He had marked tenesmus with two 
unsuccessful attempts to pass a stool. The third 
time there was a pinkish spotting of the toilet. He 
felt weak and faint. About midnight that eve- 
ning, two hours before entry, he had a great desire 
to defecate, broke out in a cold sweat and had 
i massive liquid, tarry and bloody, foul-smelling 
stool, with a volume of about “114 to 2 pints.” He 
felt weak and nauseated and vomited a yellow 
mucoid material in which no coffee grounds or 
blood was seen. He had had no pain, chills, fever, 
jwundice or other gastrointestinal or genitourinary 
symptoms. The upper respiratory infection was 
still present. 


His appetite had always been good, and his 
weight steady. He had a “softening of the spine” 


at eighteen, for which he wore a brace for three. 


months. Following a maxillary sinus operation, 
two and a half years before entry, he had had a 
tarry stool, but he had experienced no other epi- 
sodes of melena until his present illness. There 
was no history of cough, night sweats, chest’ pain, 
hemoptysis, dyspnea, orthopnea or heartburn. 

ysical examination showed a well-developed, 
well-nourished man in no distress. The chest was 
somewhat barre] shaped and hyperresonant. The 
ap ore scaphoid, entirely soft and nonten- 
be bia cat = was normal. The liver edge could 
re car Percusse two fingerbreadths below 
Op: margin in the anterior axillary line. Rec- 
, <amination showed some tarry material on 
he examining finger, : 


* 
On leave of absence. 
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The blood pressure was 90 systolic, 70 diastolic. 
The temperature was 99°F., the pulse 96, and the 
respirations 20. 

Examination of the blood revealed a red-cell 
count of 4,150,000 and a white-cell count of 11,700. 
The blood protein was 5.4 gm. per 100 cc., the 
chloride 92.6 milliequiv. per liter. The prothrom- 
bin time was 22 seconds (normal, 20 seconds), 
and the hematocrit was 31 per cent. The urine 
was normal. The stools gave a +-+-+--+ test for 
guaiac. The aspirated gastric content had free 
hydrochloric acid and was guaiac negative. 

During the physical examination, shortly after 
admission, he had two large, loose, foul stools of 
tarry material admixed with red blood. He be- 
came pale and felt faint. He was given 1000 cc. 
of whole blood intravenously. The bleeding sub- 
sided, with elevation of the blood pressure. 

The following day, the bleeding having ceased, 
a gastrointestinal series was done. This showed 
a normal esophagus, and there was no evidence of 
a hiatus hernia; the stomach and duodenal bulb 
were normal. 

The third day, when plans were being made 
for further study, the patient had another mas- 
sive, grossly bloody stool and showed “early evi- 
dence of shock.” An abdominal exploration was 
performed immediately. 


DIFFERENTIAL DIAGNOSIS 


Dr. Rosert R. Linton: We have a history 
of a twenty-seven-year-old, apparently healthy 
young man who suddenly developed massive bleed- 
ing in the rectum. The bleeding consisted not 
entirely of old blood, characterized by tarry ma- 
terial, but also of some fresh blood. The first 
thing one thinks of, of course, is a bleeding duode- 
nal ulcer. There usually is no fresh blood in the 
stools following bleeding from a duodenal ulcer, 
but on the other hand it may occur. It is true 
that he had no history of previous ulcer symptoms, 
and there is nothing to suggest that he had a 
duodenal ulcer; nevertheless, duodenal ulcers may 
suddenly bleed or perforate without any prelimi- 
nary symptoms suggestive of the disease. 

The physicians looking after this patient seem 
to me to have been courageous in giving a gastro- 
intestinal series the morning following so much 
bleeding. This may have been all right, but it is 
not the way we have been taught to handle massive 
hemorrhage supposedly from duodenal ulcer. They 
may have thought of some other diagnosis and 
felt free to go ahead. At any rate, their judgment 
was correct, since there was obviously no lesion 
involving the stomach or duodenum. At the same 
time they ruled out esophageal varices, which one 
would have to consider as a possible diagnosis. 
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The likelihood that there were esophageal varices 
is very small because of the fact that there was 
no vomiting of blood, which practically always 
occurs if there is bleeding from this source. It 
seems to me that one has to accept the x-ray report 
that there was nothing wrong with the stomach 
and duodenum, so that the bleeding did not come 
from high in the gastrointestinal tract. 

What other conditions can produce massive 
bleeding? I suppose that a tumor of the jejunum 
is a possibility. Tumors of the jejunum are rare. 
I have never happened to see one that bled so 
much as this one did, and usually intestinal ob- 
struction is associated with it, which this man did 
not have. So I do not see how we can incriminate 
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of bloody material. So I do not believe that he had 
an intussusception or carcinoma of the colon, 
with bleeding from either of these conditions, 
Lymphoma is another cause one must consider, 
Because the stool contained old and fresh blood 
I should expect such a lesion to be in the terminal 
ileum or the right colon. Other conditions that ] 
have read about but have not seen, such as congeni- 
tal hemangioma involving some part of the gastro- 
intestinal tract, may cause bleeding. If that is what 
it is, the diagnosis would bg purely a guess on my 
part, and for that reason I am going to rule it out 
in the differential diagnosis. 


In reviewing this case it seems to me that, since 
the gastrointestinal series was negative and since 














Figure 1. 


the jejunum. Then we come down farther to the 
ileum, where one must consider two conditions 
seriously — intussusception and a Meckel’s diver- 
ticulum. Intussusception is unusual in a man of 
twenty-seven. It usually occurs in infants and in 
children under five; there was also too much 
bleeding for intussusception. Bleeding from an 
ulcer in a Meckel’s diverticulum again is unusual 
in a patient of twenty-seven. Such lesions do oc- 
cur, however, at that age but are much commoner 
under the age of ten. The other conditions that 
we should consider are carcinomas involving the 
large bowel. The cecum, for instance, is a com- 
mon site for bleeding from the rectum; but again, 
massive hemorrhage from tumors in the cecum 
usually does not occur: it is usually a continued, 
small amount of bleeding. The same is true of 
carcinoma of the colon, in which one observes 
less bleeding than in carcinoma of the cecum. The 
history is of interest in that it states that the pa- 
tient had marked tenesmus with two unsuccessful 
attempts to pass a stool, which suggests that he 
had some degree of intestinal obstruction. Ap- 
parently this did not amount to much because 
within a few hours he did defecate a large amount 


the patient passed large amounts of blood that was 
both old and fresh, indicating that the hemorrhage 
arose somewhere in the middle of the intestinal 
tract rather than at either end of it, and since the 
lesion was asymptomatic in that he had had no 
preliminary gastrointestinal symptoms previous to 
this episode except for the one time after the 
sinus operation when he passed some blood by rec- 
tum, I am going to make a diagnosis of an ulcer in 
a Meckel’s diverticulum. A Meckel’s diverticulum 
is usually asymptomatic unless it produces signs of 
intestinal obstruction, becomes acutely inflamed or 
develops an ulcer, which erodes a blood vessel and 
produces bleeding similar to that of a duodenal 
ulcer. The ulcer that forms is secondary to the 
fact that some of them contain gastric mucosa, 
which secretes hydrochloric acid. Since the mv- 
cosa of the ileum has no neutralizing secretion 
against this acid, it is apt to produce an ulceration 
similar to that of peptic ulceg, either at the base 
of the diverticulum or in the adjacent ileum. | 

Dr. Joseru C. Aus: Would Dr. Linton consider 
the possibility of “walking” typhoid fever? He 
was a medical student and had been miserable for 
two days. 
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Dr. Linton: It was my impression that cases 
of typhoid fever do not bleed. They perforate, but 
do not bleed. 

Dr. Aus: They sometimes bleed. 

Dr. J. H. Means: I should like to mention one 
patient who had a massive gastrointestinal hem- 
orthage, the source of which was not found until 
operation. He had gastric varices without esophag- 
eal varices. They did not show in the x-ray; in 
fact they were not seen at gastroscopy. 

Dr. BenjAMIN CasTLEMAN: Is it not true that 
the patient had appreciable symptoms before the 
bleeding? 

Dr. Means: Yes. Such a diagnosis is most un- 
likely, but if you are considering all the possible 
explanations that might be mentioned. 

Dr. Linton: I may be making a mistake by 
passing over the diagnosis of duodenal ulcer, but 
on the other hand this seems to be a very unusual 
case and is more likely to have been due to some- 
thing lower in the gastrointestinal tract. 

Dr. Francis D. Moore: How about polyposis 
of the colon? 

Dr. Linton: That is a possibility. However, | 
should not expect the bleeding to be so massive. 

Dr. Moore: On tke service we followed much 
the same reasoning that Dr. Linton has. We 
knew that this man might start to bleed -massively 
again, which would necessitate operation. If we 


did operate, we wanted to locate the lesion, if pos- 


sible. That is why we asked for the gastrointesti- 
nal series, although we realized that it carried 
some hazards. When he started to bleed again, 
we operated through a lower abdominal midline 
incision and immediately saw blood in the small 
bowel. This confirmed our suspicion that the 
blood was coming from above the ileocecal valve, 
and we shortly found that it was emanating from a 
tumor in the ileum in the region where one expects 
to find a Meckel’s diverticulum. The tumor was 
about the size of a lemon, and we thought that it 
was associated with a Meckel’s diverticulum. The 


tumor was resected, and the patient has done ex- 
tremely well. 


CiintcaL DraAcnosts 


Meckel’s diverticulum, with ulcer. 


Dr. Linton’s Dracnosts 


Meckel’s diverticulum, with bleeding ulcer. 


ANATOMICAL DrAcGNosis 
Neurofibroma of ileum. 


ParnotocicaL Discusston 
Dr. Castleman: 


Pe This is a photograph of the 
Pecimen (Fig. 1), showing the tumor through the 
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serosa. It was a lobulated, soft; somewhat gelat- 
inous intramural tumor about 5 cm. in diameter. 
There was no Meckel’s diverticulum. The usual 
benign intramural tumors of the gastrointestinal 
tract are the leiomyomas and neurofibromas; the 
malignant ones are the leiomyosarcomas, neuro- 
genic fibrosarcomas and lymphomas. This one 
proved to be a neurofibroma. These tumors usu- 
ally ulcerate in the center and often produce mas- 
sive bleeding. 

Dr. Linton: Did you find the bleeding point? 

Dr. CastLEMAN: We did not find the bleeding 
point. The specimen was already sectioned when 
received in the laboratory. 


Dr. Moore: After taking a picture of the speci- 
men we opened it and found the bleeding point to 
be a dilated vein about twice the size of the lead 
of a pencil. Where the tumor was close to the 
mucosa the vein had ruptured into the lumen of 
the bowel. 





CASE 29392 
PRESENTATION OF CASE 


A forty-five-year-old housewife was admitted to 
the hospital about midnight because of severe ab- 
dominal pain. The patient was too sick to give 
a complete history. 

About thirteen hours before admission, soon after 
lunch, the patient developed severe pain in the 
upper abdomen and back, associated with nausea 
and vomiting. That evening, while visiting her 
husband, who was in a hospital, she collapsed. She 
was seen by a physician who sent her to this hos. 
pital. 

For the past twenty-five years she apparently had 
had recurrent attacks of pain in the upper abdo- 
men, associated with nausea and vomiting, which 
had been interpreted as being due to gallstone 
colic. 


Physical examination showed a lethargic, ill- 
appearing, moderately obese woman, complaining 
of pain in the upper abdomen. The skin wa: 
moist. There was questionable jaundice of the 
skin and scleras. There was an apical systolic 
murmur, but the heart was otherwise normal. The 
lungs were clear. There were spasm, resistance 
and a sense of a mass in the right upper quadrant, 
with tenderness in the right lower quadrant, the 
left upper quadrant and the left costovertebral 
angle. Peristaltic activity was somewhat reduced 
but essentially normal. There was a suprapubic 
abdominal mass that was more prominent on the 
right than on the left and still present after catine- 
terization. On vaginal examination this mass was 
believed to be a fibroid uterus. 
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The blood pressure was not obtained. The tem- 
perature was 99°F., and the pulse 100; the respira- 
tions were normal. 

Examination of the blood revealed a hemoglobin 
of 18.7 gm., and a white-cell count of 9200. The 
urine was dark amber, cloudy and acid, with a 
specific gravity of 1.019 and a +-+-+- test for 
albumin and bile. The sediment contained many 
granular, hyaline and cellular casts, and occasional 
red cells, 10 white cells and 20 epithelial cells per 
high-power field. A urine culture -was negative. 

An x-ray film of the abdomen showed both kid- 
neys to be normal in size, shape and position. There 
were several areas of calcification having the ap- 
pearance of calcified lymph nodes near the right 
transverse processes of the third lumbar vertebra. 
No shadows suggesting renal or ureteral stones 
were seen. There were no dilated loops of small 
bowel. Films taken in the upright position showed 
no air under the diaphragm. 

Ten hours after admission an exploratory lapa- 
rotomy was performed. 


DIFFERENTIAL DIAGNOsIS 


Dr. Ricuarp H. Sweet: In this patient, the onset 
was acute, the story short and the illness severe, 
the outstanding symptoms being abdominal pain 
going through to the back, and nausea with vom- 
iting, the collapse following later. In the past his- 
tory we learn that for twenty-five years she had 
had recurrent attacks of upper abdominal pain as- 
sociated with nausea and vomiting, which had been 
interpreted as being due to gallstone colic, but I 
am sure you are all acquainted with the fact that 
nausea, or at least vomiting, is not an outstanding 
symptom of the ordinary uncomplicated gallstone 
attack. Very frequently we see gallstone colic 
without any vomiting. This patient, however, had 
vomiting with all the attacks. 

In a physical examination made at about 1:00 
a.m., I think that most of us would find it dif_fi- 
cult to decide whether the patient was jaundiced; 
so I do not attach much significance to that find- 
ing until later when we discover that she had a 
large amount of bile in the urine. 

It is interesting that this patient had widespread 
tenderness; in fact the only place she did not have 
any was in the left lower quadrant. Thirteen or 
more hours after the sudden onset of the abdom- 
inal pain and the pain in the back, there were 
marked physical findings related entirely to the 
abdomen. In fact the tenderness was so wide- 
spread that it suggests peritonitis. The maximal 
tenderness and spasm were in the right upper 
quadrant. 

The blood pressure is not recorded. It might 
have been of some help. 
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The white-cell count was low for a person as jl] 
as this, provided she had an inflammatory process 
The hemoglobin indicates that she had not been 
suffering from blood loss. Since the urine gave q 
++T+-+ test for bile, its presence cannot be 
doubted. I presume that the specimen was voided: 
hence the few red cells, the 10 white cells and 2) 
epithelial cells have little or no significance, 

Whoever saw this patient thought of a perfo- 
rated ulcer and had an abdominal film taken in the 
upright position, which did not show any gas 
under the diaphragm. Although, of course, there 
are plenty of cases in which this does not occur, 
the presumption is that we are not dealing with a 
case of perforated ulcer. Furthermore, the attacks 
of upper abdominal pain that the patient had had 
for twenty-five years do not sound like those due 
to ulcer. The physician in charge of the patient 
also thought of small-bowel obstruction, but there 
were no dilated loops. 

I presume that renal or ureteral disease was 
considered as well. All abdominal surgeons have 
at times seen people with renal or ureteral disease, 
caused by stone or infection, in whom the spasm 
and tenderness and the superficial behavior were 
such that a diagnosis of peritonitis was made. | 
remember being called one night to see a patient 
at the Deaconess Hospital. The medical man 
said, “This girl has peritonitis and something 
should be done about it.” The abdomen was so 
spastic that it was boardlike, and yet there were 
perfectly normal peristaltic sounds. She had an 
acute renal shutoff, with secondary infection and 
fever. I presume, however, that this is not a case 
of renal or ureteral disease. There was no x-ray 
suggestion of a stone, although, of course, it might 
not have been visible. A report on a catheter 
specimen of urine would be helpful. 

May we see the x-ray films? 

Dr. Mirorp D. Scuuiz: These films show no 
evidence of gas in the peritoneal cavity. There are 
calcified mesenteric lymph nodes. I see no evidence 
of biliary or renal calculi. The preperitoneal fat 
line seems to be preserved. If she had a localized 
peritonitis it could not have been of long standing. 

Dr. Sweet: This patient did not behave the 
way patients with perforated ulcer usually do. 
She had pain but was still well enough early that 
evening to visit her husband, who was in a hos- 
pital. If it was a perforated ulcer, there must 
have been a tiny leak that became temporarily 
cealed off, so that she was able to walk about for 
five or six hours, and then underwent a massive 
rupture, which produced collapse. This is 4 pos 
sibility, but a rather unusual one, I should say. 

Was this an ordinary attack of gallstone colic: 
I do not believe so. Of course some people reac 
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to pain much more severely than others, and | 
presume that the collapse occurred because the pa- 
vent was suffering a terrific amount of pain. We 
jo not know what the blood pressure was. I as- 
ume from the description, however, that she real- 
ly was in collapse. Because of the fact that nausea 
and vomiting were outstanding symptoms, I shall 
exclude gallstones as the immediate cause of the 
fificulty. I shall also exclude acute cholecystitis, 
because she had an essentially normal tempera- 
ture and a normal white-cell count after thirteen 
hours. Acute cholecystitis, as you all realize, is 
one of the few conditions that will cause excessive- 
ly high white-cell counts, sometimes quite early 
‘nthe course of the disease. 

Could she have something related to the intes- 
nal tract other than perforation of an ulcer? We 
cinnot exclude small-bowel obstruction, even in 
the absence of dilated loops by x-ray, but it would 
be most unusual for this condition to produce 
pain of that severity and lead to sudden collapse 
of the patient. I shall exclude it. 

How about mesenteric thrombosis? The patient 
was rather young. Furthermore, most of the cases 
usually have a very high white-cell count, and the 
pain is not quite typical. 

There is one acute abdominal emergency that I 
have not touched on which fits the whole picture 
and even ties in with the history of gallstone at- 
tacks namely, acute pancreatitis. A prodromal 
attack of pain is characteristic. The pain in 
pancreatitis is always upper abdominal, and it 
frequently goes to the back, a great many patients 
complaining more of pain in the back than any- 
thing else. Most of the patients with pancreatitis 
whom I have seen would not be described as le- 
thargic; early in the course of the disease they are 
apt to be writhing in bed, complaining of pain in 
the back and upper abdomen. The white-cell 
count is not inconsistent; patients with acute 
pancreatitis often have relatively low counts, and 
early in the disease they often have low tempera- 
tures. The physical examination is consistent with 
acute pancreatitis — namely, tenderness in the left 
upper quadrant, right upper quadrant and right 
ower quadrant. 

I have not considered acute appendicitis because 
the onset was severer than one would expect in 
that condition. Furthermore, the distribution of 
the tenderness, as well as the maximal tenderness 
in the upper rather than in the lower abdomen, 
seems to exclude it. 

_ For reasons mentioned before, I have excluded 
intra-abdominal hemorrhage from such condi- 
tions as ruptured ectopic pregnancy and accident 
“nnected with an abdominal pelvic tumor, such 
‘Stupture of a cyst. So with the history as given, 
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and with the physical signs as stated, I shall in- 
cline toward a diagnosis of acute pancreatitis to 
explain the present illness. On the basis of the 
past history we must also conclude that she had 
cholelithiasis. 


CuinicaL DiacGnosis 
Acute pancreatitis. 


Dr. Sweet’s DiAGNosEs 


Acute pancreatitis. 
Cholelithiasis. 


ANATOMICAL DIAGNOSES 


Acute hemorrhagic pancreatitis. 
Cholelithiasis. 
Choledocholithiasis. 


PatHoLocicaL Discussion 


Dr. BeNyAMIN CastLeEMAN: At operation the 
surgeon found a distended gall bladder, to which 
the omentum was adherent. He inserted a trocar 
into the gall bladder, and some light-colored bile 
came out. He was able to scoop out several stones 
from the cystic duct, following which the bile be- 
came normal in color. The peritoneal cavity con- 
tained slightly blood-tinged fluid and several small 
areas of fat necrosis. He believed that the pa- 
tient was too sick to do anything more. A drain- 
age tube was placed in the gall bladder. The pa- 
tient died a few hours later. 

At autopsy we found an extensive hemorrhagic 
pancreatitis. The whole pancreas was involved, 
and there were areas of fat necrosis throughout 
the omentum and peritoneum. The cystic duct 
was markedly thickened and dilated and contained 
numerous stones, which apparently the surgeon 
was unable to remove. The common duct was 
also thickened and markedly dilated and was 
filled with faceted stones along its entire course. 
Stones were also present in the intrahepatic ducts. 

In this case I am sure that the cause of the 
pancreatitis was a blockage of the exit of bile, with 
bile entering the pancreatic duct. It is satisfying 
to have a case of acute pancreatitis in which we 
are able to determine the exact cause; in many 
cases we find no stones or other cause for the 
pancreatitis. There was no squamous-cell meta- 
plasia of the epithelium of the pancreatic ducts. 

Dr. Epwarp B. Benepict: Do you mean that 
pancreatitis without any gall-bladder disease occurs 
in a great many cases? 

Dr. Sweet: The late Dr. Daniel F. Jones* 
looked that up some years ago and found that 
40 per cent of the cases occurred in the absence of 
stones. 


*Jones, D. F. Acute pancreatitis. Boston M. & §. J]. 186:337-342, 1922. 








































































The New England 
Journal of Medicine 


Formerly 
The Boston Medical and Surgical Journal 


Established in 1828 








Ownep By THE MassAcHusETTs MEpIcAL SoclETY AND 
PUBLISHED UNDER THE JURISDICTION CF THE 
CoMMITTEE ON PUBLICATIONS 


Richard M. Smith, M.D., Chairman 
James P. O'Hare, M.D. William B. Breed, M.D. 


Conrad Wesselhoeft, M.D. Oliver Cope, M.D. 
Official Organ of 
Tue MassacuusetTts MepicaL Socirty 
and 
Tue New Hampsuire MepicaL Socitty 





EpiroriaAL Boarp 

A. Warren Stearns, M.D. 
Dwight O'Hara, M.D. 
Chester S. Keefer, M.D. 
Howard M. Clute, M.D. 
Fletcher H. Colby, M.D. 
Robert L. Goodale, M.D. 
Chester M. Jones, M.D. 
Harvey R. Morrison, M.D. 


Joseph Garland, M.D. 
Shields Warren, M.D. 

C. Guy Lane, M.D. 
William A. Rogers, M.D. 
Stephen Rushmore, M.D. 
Henry R. Viets, M.D. 
Robert M. Green, M.D. 
Charles C. Lund, M.D. 


AssociaTE Epitors 


Thomas H. Lanman, M.D. Donald Munro, M.D. 
Henry Jackson, Jr., M.D. 


Walter P. Bowers, M.D., Epviror Emeritus 
Robert N. Nye, M.D., MANAGING EpIToR 
Clara D. Davies, Assistant Ep1Tor 





SusscripTion Terms: $6.00 per year in advance, postage paid, for the 
United States (medical students, $3.50 per year); Canada, $7.04 per year, 
Boston funds; $8.52 per year for all foreign countries belonging to the 
Postal Union. 

MatertaL for early publication should be received not later than noon 
on Friday. 

Tue Journat does not hold itself responsible for statements made by any 
contributor. 

Communications should be addressed to the New England Journal of 
Medicine, 8 Fenway, Boston 15, Massachusetts. 


BY THEIR FRUITS — 


Tue time has come when the Victory Gardener, 
at long last, can count his chips and see if the 
game he has been playing this departed sum- 
mer has gone for him, or against him. Discount- 
ing the element of luck, present in all our enter- 
prises in inverse proportion to the amount of time 
spent in planning and in executing our plans, he 
should be able to mark up a good score against 
his opponents in the game — poor soil, pests and 
plant disease, weeds, drought and indolence. Of 
these the last, perhaps, is the most important. 
Many an inspired spring planter has found his 


enthusiasm wilting under a July sun and the 
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necessity for regular cultivating, Weeding, spray. 


ing, dusting and watering. 


The number of seeds that have gone into the 
ground this planting season must certainly have 
been astronomical; Nature herself rings the bell 
on too gross overproduction, else we might be re- 
minded of the geometric computation concerning 
the fly's eggs: If every egg hatched and produced 
a fly and these flies’ eggs hatched and produced 
flies, and so on through the creatures’ generations, 
how large would the resulting fly mass be in a 
specified time? Instead we are reminded of the 
parable of the sower, or perhaps, facetiously, of 
Jack Benny’s description of his potato crop — some 
were the size of marbles, some were as big as peas, 
and there were quite a number of small ones. 

Be their productive ratio as it may, the number 
of war gardens that have burst into being in the 
backyards and waste spaces of America, when 
properly cultivated and harvested, must add an 
appreciable increment to our precarious food 
supply. They have done more than that; they 
have drawn many thousands of indoor workers 
into the most healthful recreation known, bar 
none, and have added greatly to hundreds of 
thousands of individuals’ previously meager 
knowledge of the methods of production and rela- 
tive values of the various vegetable foods. 

Fortunately for us, information on gardening 
and on the storing of crops has been freely avail- 
able. It is essential, however, that the latter should 
be properly carried out. Short cuts and slipshod 
methods in the preserving of vegetables and fruits, 
particularly in home canning, may lead to serious 


5 ° . . * awtee 
dangers, as has been indicated in Dr. Gettings 


excellent and timely articles in recent issues of 
the Journal. Although botulism is relatively ul- 
common in the East, it is by no means unknown, 
and is usually the result of the underprocessing 
of nonacid foods. Foods put up at home by the 
cold-pack method should be reboiled for va 
fifteen minutes after opening and before eating 

ec. New Eng. 


i [ {-bor jiscase 
*Getting, V. A. Epidemiologic aspects ol! food-borne 


J. Med. 228:754-762, 788-796 and 823-830, 1943. 
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or tasting. The much commoner staphylococcal 
enterotoxin is heat stable, but is much likelier to 
be found in canned foods that have spoiled after 


opening than to have survived ordinary processing. 





SEVENTY-FIVE YEARS 
OF ACHIEVEMENT 

Tue Metropolitan Life Insurance Company cele- 
brated its seventy-fifth anniversary last spring. 
Founded in March, 1868, it has witnessed the 
greatest period of progress in public health that 
the world has ever seen and has, particularly in 
the latter half of the period, been a factor in carry- 
ing on and in helping to initiate many of these 
advances. In the Statistical Bulletin for March, 
1943, —an anniversary number,—the company 
has reviewed these seventy-five years of progress. 

In 1868 the death rate for New York City was 
28 per 1000 persons, reaching 40 in some wards, 
and even higher figures in individual blocks. As 
a result of this high mortality, particularly among 
children, the average length of life was correspond- 
ingly low — about forty years, as against sixty-four 
years today. In the underprivileged classes of 
society worse than the average conditions pre- 
vailed. 

Public-health organizations, however, soon  be- 
gan to put into effect the knowledge gained from 
the discoveries of Pasteur and the experiments of 
Lister, and although gains were at first slow, medi- 
cil progress really began to hit its stride with the 
tun of the century. In 1909 the company 
launched an organized welfare program, and 
rom that time on its health program, combining 


nursing and educational activities among. policy- 


holders with co-operation and support of existing 
health organizations, has been identified with 


most of , mere 
‘ost of the health advances made in this country 
and Canada. 


EDITORIALS 
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The statistical experience among industrial 
policyholders of the company exemplifies the 
progress that has been made. In 1911 the standard- 
ized death rate from all causes among these 
policyholders between the ages of one to seventy- 
four was 13.5 per 1000, whereas in 1942 it was 6.1. 
During the same period the average length of life 
in the group has increased from less than forty-sev- 
en years to about sixty-four years. The infant death 
rate has dropped to about one fifth of its 1920 
figure; the mortality in the age group from one 
to fourteen has improved four fifths since 1911; 
tuberculosis, with a death rate of more than 220 
per 100,000 in 1911, has now a rate of scarcely 
more than 40; and between the years 1937 and 1941, 
the mortality from pneumonia has been reduced 
by 54 per cent. The current death rate from 
appendicitis is the lowest in history; and the mor- 
tality from all accidents, even including those due 
to automobiles, has been reduced. In fact, if war 
could be banished, one might say that the people 
of this country alone were facing a millennium. 

The activities of the welfare program deserve 
a brief review. Most vital has been a nursing 
service to policyholders, now reaching nearly eight 


In the field of health 


education, about one and a quarter billion pam- 


thousand communities. 


phlets have been distributed, and the company’s 
motion pictures have been viewed by more than 
one hundred and twenty-five million persons. The 
well-known demonstration at Framingham, Mass., 
showed how a community could solve its tuber- 
culosis problem; the demonstration at Thetford 
Mines, Quebec, reduced infant mortality by two 
thirds in three years; and important advances in 
the treatment of pneumonia have been aided by 
the Influenza-Pneumonia Commission, organized 
in 1919, 

Its seventy-five years of achievement have cer- 
tainly justified the high respect in which this 


organization is universally held. 
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MEDICAL EPONYM 
GILBERT’S DIsEASE 


This was first described by Professor A. Gilbert 
(1858-1927) at a meeting of the Société médicale 
des hépitaux de Paris on July 27, 1900, in a paper 
entitled “De lictére familial: contribution a l'étude 
de la diathese biliaire [Familial Jaundice: A con- 
tribution to the study of the biliary diathesis],” in 
collaboration with Drs. J. Castaigne and P. Lere- 
boullet, in which a number of cases of jaundice of 
diverse origin are described. Their paper appeared 
in Bulletins et mémotres de la Société médicale des 
hépitaux de Paris (17:948-959, 1900). A_ portion 
of the translation follows: 


Whatever else the nature of this hereditary predis- 
position to i..fection of the biliary passages may be, it 
seems to us to be proved by the facts that we have 
reported. Not only lithogenic angiocholecystitis, then, 
is hereditary; simple or cirrhogenous angiocholitis may 
equally be so, and by reason of this predisposition, one 
may meet in a single family with the various clinical 
types, the principal characteristics of which we have 
described. 


In subsequent papers he further describes simple, 
nonhemolytic familial jaundice —for example in 
an article entitled “La cholémie simple familiale 
[Simple Familial Cholemia],” in the Gazette heb- 
domadaire de médecine et de chirurgie (7:889- 
897, 1902) he states: “Familial cholemia is ex- 
tremely common. It is a familial, heredi- 


tary disease.” R.W.B 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR AUGUST, 1943 


RESUME 


. , 
DISEASES \UGUST LUGUST VEN-YEAR 
MEDIAN 


Anterior pcliomyelitis 2 2 9 
Chicken pox 23 118 
Diphthcria 1 
Dog bite ] 103 1068 
Dysentery, bacillary 15 
German measles 83 31 
Gonorrhea .. , maw J 433 
Measles Aare 2 281 
Meningitis, meningococcal 2 2 
Meningitis, other forms * 
Meningitis, undetermined 4 * 
MEINE adler hiie ks as-0 . 37 157 
Pneumonia, lobar : 7 120 
Salmonella infections 2 il 
oe tate ot, Lee 5 125 
Syphilis : 367 
Tuberculosis, pulmonary... 289 
Tuberculosis, other forms 27 
Typhoid fever - i] 
Undulant fever 4 
Whooping cough 673 533 


*Pfeiffer-bacillus meningitis only other form reportable previous to 194], 
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CoMMENT 


The poliomyelitis situation in Massachusetts js of spe 
cial interest at the present moment owing to the h 
tively large number of cases occurring in certain other 
states. The incidence in August was about two and a 
half times the seven-year median, and subsequent weeks 
will probably show a still further increase. Nevertheless. 
the season during which poliomyelitis usually occurs 
is now so far advanced that the chances are against 
the occurrence of a real epidemic this year. 

Meningococcal meningitis has shown the seasonal de. 
cline that was expected, although the level is higher than 
in the average year. The August figures are less than half 
those of June. Salmonella infections, on the other hand. 
show an increase over those of the last three months, 
These were distributed through eleven towns and do not 
represent any major outbreak. 


GEOGRAPHICAL DISTRIBUTION OF CERTAIN [iskAsés 


Anterior poliomyelitis was reported from: Arlington, |: 
Attleboro, 3; Beverly, 1; Boston, 1; Braintree, 1; Brock- 
ton, 1; Cambridge, 1; Chelsea, 1; East Longmeadow, 1; 
Everett, 1; Fall River, 1; Lynn, 1; Marblehead, 1; Med- 
field, 1; New Bedford, 2; New Marlboro, 1; Norton, |: 
Palmer, 1; Quincy, 2; Waltham, 1; total, 24. 

Anthrax was reported from: Woburn, 1; total, 1. 


Diphtheria was reported from: Amesbury, 1; Athol, 2 
Dighton, 1; Somerville, 2; Westport, 1; total, 7. 

Dysentery, bacillary, was reported from: Boston, 
Chelsea, 3; Holyoke, 9; Worcester, 1; total, 14. 

Encephalitis, infectious, was reported from: Everett, 
total, 1. 

Malaria was reported from: Boston, |; Chicopee, |; 
Concord, 1; Fort Banks, 4; Fort Devens, 5; Milford, |; 
Springfield, 1; total, 14. 

Meningitis, meningococcal, was reported from: Athol, 
1; Attleboro, 1; Barnstable, 1; Boston, 6; Brookline, 1; 
Bridgewater, 2; Camp Edwards, 4; Chelmsford, 1; Chel- 
sea, 1; Everett, 1; Fitchburg, 1; Fort Devens, 2; Glouces- 
ter, 1; Holbrook, 1; Holyoke, 2; Lawrence, 2; Longmead- 
ow, 1; Lowell, 2; Lynn, 2; Malden, 1; Medford, 1; Middle. 
boro, 1; Montague, 1; Southbridge, 1; Swampscott, |; 
Taunton, 2; Weymouth, 1; total, 42. 

Meningitis, other forms, was reported from: Foxboro, |; 
Malden, 1; Pittsfield, 1; Springfield, 2; total, 5. 

Meningitis, undetermined, was reported from: 
1; Springfield, 1; Worcester, 2; total, 4. 

Salmonella infections were reported from: Adams, |; 
Beverly, 2; Everett, 1; Haverhill, 4; Marblehead, 3; Mel 
rose, 1; Northfield, 5; Salem, 2; Somerville, 1; Winches- 
ter, 1; Worcester, 1; total, 22. 

Septic sore throat was reported from: Boston, 5; Pitts- 
field, 1; total, 6. 

Tetanus was reported from: Boxboro, 1; Falmouth, 1]; 
Somerville, 1; total, 3. 

Typhoid fever was reported from: Ludlow, |; Shirley, 
1; North Adams, 1; total, 3. 

Undulant fever was reported from: Adams, 1; Brook- 
line, 1; Hopkinton, 1; Lowell, 1; Whitman, 1; total, >. 
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CONSULTATION CLINICS 
FOR CRIPPLED CHILDREN 


Curnic CoNSULTANT 


Albert H. Brewster 
Paul W. Hugenberger 
William T. Green 
George W. Van Gorder 
John W. O'Meara 
Frank A. Slowick 
Garry deN. Hough, Jr. 
Eugene A. McCarthy 
Norton 


DATE 


October 1 
October 4 
October 6 
October 14 
October 15 
October 20 
October 22 
October 25 
October 26 Paul L. 


CLINIC 
Lowell 
Salem 
Haverhill 

srockton 
Worcester 

_ Pittsfield 
Spri ngfield 
Fall River 
Hyannis 


g00K REVIEWS ; 


Clinical Laboratory Diagnosis. By Samuel A. Levinson, 
\MLD.; and Robert P. MacFate, Ch.E., M.S., Ph.D. Second 
edition. 8°, cloth, 980 pp., with 156 illustrations, 92 ta- 
bles and 15 plates. Philadelphia: Lea and Febiger, 1943. 
$10,00. 

The second edition of this book lives up to the ex- 
pressed purpose of the first edition, namely, to present to 
the student, intern, practicing physician and technician a 
witable review of clinical laboratory diagnosis to meet 
general needs. 

The subject matter has been brought up to date, new 
text has been added, and the special appendix on the 
course in clinical pathology at the University of Illinois 
College of Medicine has been deleted to provide space. 
New items have been added relating to water metabolism 
and acid-base balance. Recent blood clinical methods for 
the determination of ascorbic acid, the sulfonamides, 
thiocyanate, alkaline and acid phosphatase, amylase and 
other substances are described. The chapter on hematol- 
ogy has been enlarged to make room for a discussion of 
bone-marrow findings, Rh factor, blood volume and other 
items. The inclusion of chapters on water and milk 
analysis and toxicology and legal medicine, as well as 
histological technic, skin tests and other biologic exam- 
inations, adds value in that in a single volume one has 
at hand a ready reference book on virtually any. type of 
examination with which clinical laboratory diagnosis may 
be concerned in its broadest scope. A brief and concise 
review of pertinent anatomical, physiologic, and biochem- 
ical considerations is of great value in illuminating the 
background of the accumulation of knowledge that is to 
be interpreted by means of findings obtained by specialized 
technical procedures. 

A separate section on laboratory methods in pediatric 
procedure is cited as an example of the well-planned ar- 
rangement of subject matter, which offers ready access 
to the source of the specific information one may be 
seeking. 

Methods described in blood clinical analysis make use 
ot procedures which, so far as possible, can be adapted 
for either colorimetric or photometric determinations. 
This simplification and adaptation of methods is particu- 
larly of advantage in these times when new apparatus is 
difficult, if not impossible, to obtain. 

The chapter on bacteriology is arranged in an orderly 
ae Bergey’s nomenclature and classification are fol- 
ney + chat tar of appropriate methods to be 
, shot Aiea 1 re examination of specific materials 
The 5 " a € to the inexperienced technician. 
eau te ¢ \aracteristics and classification of the 

acteria are a useful feature. 
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It is interesting to note the complete exposition cover- 
ing the function and examination of saliva and pathologic 
conditions of the mouth. In this section, as well as those 
on the stomach and intestines, are old and tried methods 
of examination, which, although little used nowadays, 
have their value. 

In the chapter on immunology and serology, serologic 
tests for syphilis include the Kolmer .complement-fixation 
test, the Kahn precipitation test and the Kline micro- 
scopic slide-precipitation test. The reviewer believes that 
the Hinton test deserves at least mention as an acceptable 
scrologic test for syphilis. 

This comprehensive treatise is concise and clear in 
structure and in detail. The charts, illustrations and 
tables are well chosen for their purpose, and add much 
to the general usefulness of the book. It is highly rec- 
ommended to those tor whom it was written — the stu- 
dent, the intern, the practicing physician and the tech- 
nician. In addition, it should be in the working library 
of every clinical laboratory. 


Surgical Practice of the Lahey Clinic, Boston, Massachu- 
setts. 8°, cloth, 897 pp., with 376 illustrations. Philadel- 
phia and London: W. Bb. Saunders Company, 1941. 
$10.00. 


In this volume are collected seventy-eight papers by the 
staff of the Lahey Clinic, Boston, previously published in 
American journals in the years 1937-1941. Nearly half 
aie from Surgical Clinics of North America. According 
to the preface by Dr. Lahey, it is a cross-section of the 
methods in use in his clinic, representing an attempt at 
standardization, which he believes is largely responsible 
for improved end results. Written by twenty-two con- 
tributors, the papers are necessarily of uneven merit. 

Nine papers by Dr. Lahey and collaborators on the thy- 
roid gland are authoritative, and one on esophageal diver- 
ticula is based on his almost unique experience with 
such lesions. Articles on laryngoscopy, empyema, pul- 
monary lobectomy, branchial cysts and carcinoma of the 
breast are routine descriptions of technic. Twenty-one 
contributions by Lahey, Cattell and their associates on the 
stomach, duodenum, colon and rectum describe methods 
that they have proved to be effective. It may be noted 
that no mention is made of the Miller—Abbott tube, whose 
edvent bids fair to supplant some of the methods de- 
scribed. Four papers on the bile duct are of routine na- 
ture, and four gynecologic topics, three on the kidney and 
prostate and six on orthopedic subjects necessarily cover 
but little of those fields. Two important and_ useful 
groups are those by Horrax and Poppen on neurosurgery, 
and ten papers by Sise and his collaborators on anesthesia 
— two fields of comparatively recent development in which 
the work of the Lahey Clinic has been conspicuous. 

The illustrations are numerous; many of them excel- 
lent, but some of the line drawings are quite inadequate 
and a few are positively misleading. It is regrettable to be 
obliged to say that the literary quality of some of these 
papers leaves much to be desired, and that proper edito- 
rial supervision has not been exercised. There are in- 
stances of clumsy phrasing, in some of which, apparently, 
a meaning is expressed precisely the opposite to that in- 
tended. Did space permit, it would be informative to in- 
experienced writers to list these solecisms. A few are as 
follows: “. . . the malignancy is now given to the pathol- 
ogist .. .” (p. 460); “. . . the removal of a large portion 
of malignancy .. .” (p. 481); and “. . . the entire bone- 
flap may be safely elevated if the staphylorraphy [sic] 
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has been used . . .” (p. 734) an expression which leaves 
the reader mystified concerning the connection between 
parasagittal meningiomas and suture of the cleft palate. 
The words “radicability” (p. 481) and “pre-medicant” 
(p. 708) seem to represent additions to the English lan- 
guage. 

How often reviewers must make unfavorable compari- 
sons between the literary quality of American writers and 
their British cousins! A eulogist of the late Sir Wilfred 
Trotter remarks: “He used the English language as he 
used his hands, — with a delicate precision born of con- 
stant striving toward control of his medium” (Brit. ]. Surg. 
27:625, 1940). Are not surgical and literary skill com- 
patible? 


Clinical Significance of the Blood in Tuberculosis. By 
Gulli L. Muller, M.D. 8°, cloth, 516 pp., with 52 tables 
and 19 charts. New York: The Commonwealth Fund, 


1943. $3.50. 


Tuberculosis workers and students of hematology will 
value this scholarly book. The author has analyzed 
nearly seven thousand blood examinations on 1000 pa 
tients admitted consecutively to the Rutland State Sanato- 
rium, and has brought together and correlated the mass 
of literature on the subject. 

Good opening chapters on the physiology of the blood 
forming organs and on the tissue response in tuberculosis 
include bone-marrow studies in 74 autopsied cases. The 
percentages of neutrophils and lymphocytes were found to 
fit the clinical picture in the majority of patients, con- 
firming the well-known work of Medlar and _ others. 
Eosinophilia, often found in tuberculosis and probably in- 
dicating an allergic state, is discussed, and many references 
are given. The authoress believes that the monocyte- 
lymphocyte ratio is a poor index of subclinical activity 
and that the monocyte percentage in tuberculosis is so 
inconsistent that its significance is slight; however, she 
claims that the Arneth count of immature neutrophils is 
useful because in some cases of active tuberculosis there 
is a shift to the left without neutrophilia. 

The 250 cases of anemia in her series were studied 
with hematocrit determinations and grouped according 
to Wintrobe’s classification. There were 30 cases with 
macrocytic anemia, and some of these patients developed 
the anemia after collapse therapy. Such a macrocytic 
anemia can be a warning of a dangerous reduction of 
respiratory surface, steering the surgeon away from its 
further reduction by an irrevocable procedure like bi- 
lateral thoracoplasty. Most of the anemias were of the 
normocytic type. 

Blood sedimentation and its history, mechanism, meth- 
ods of determination and interpretation are well handled. 
She agrees with most observers that rapid sedimentation 
is an expression of tissue destruction and absorption, 
which explains the normal rate often found despite ad- 
vancing disease in minimal cases. She prefers the Rourke- 
Ernstene method, with corrections based on hematocrit 
values, and the book includes a new table for making 
such corrections. 


The Food You Eat: A practical guide to home nutrition. 


By Samuel and Violette Glasstone. 
with 14 illustrations. 
Oklahoma Press, 1943. 


With points and ration stamps confusing the public, 
this book comes at an opportune time. Its purpose is to 
supply the lay reader with the present knowledge regard- 


8°, cloth, 277 pp., 
Norman, Oklahoma: University of 
$2.25. 
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ing nutrition that scientists have gathered, kn 
which is particularly important in these day 
ing food choices. ; 

The objective of the nutritionist, according to these 
authors, is as follows: “[To furnish] (1) a sufficient num, 
ber of calories in the form of carbohydrates, proteins and 
fats; (2) the appropriate amount of high-quality pro. 
tein; (3) an adequate proportion of the mineral ¢e. 
ments ...; (4) a plentiful contribution of Vitamins; (5) 
sufficient fibrous material to provide roughage for stimy. 
lating movement in the large intestine; and (6) about two 
quarts of water in one form or another.” Besides all 
this, “there should be an approximate balance between 
the foods which yield an alkaline residue and those ley. 
ing an acid residue.” The book takes up these points ip 
turn. 

The reader’s interest becomes deepened when he learns 


owledge 
S of narrow. 


that the authors themselves became experimental subjects 
in proving the claims made for an economical yet nutri- 
tious diet. The first part of the book explains the indi- 
vidual substances required by the body and may be hard 
for the lay reader to peruse. A_ style somewhat more 
popular and intriguing might have helped here but if 
he dutifully reads through these chapters, he is rewarded 
with two most interesting chapters — “Food Products” 
and “Planning the Menu.” 

At the end of the book is an outline of “practical nu. 
trition,” which gives at a glance a daily food summary, 
a typical balanced menu, a budget for a moderate-cost diet 
and sources of various food elements and vitamins, togeth- 
er with charts showing the location of various cuts of 
meat. A good index concludes the book. Eighteen illus 
trations, many of tempting food dishes, make the book 
attractive. The paper is good, and the green binding 
restfully pleasing. 





NOTICES 


NEW ENGLAND PATHOLOGICAL SOCIETY 

The first fall meeting of the New England Pathological 
Society will be held in the auditorium of the Boston Unt- 
versity School of Medicine on Thursday, October 21, at 
8:00 p.m. 


PROGRAM 


Immersion Foot and Allied Disorders. 
Friedland. 

Crush and Blast Injuries in Warfare. Dr. Stanley E. 
Bradley. 

Aviation and Cardiovascular Disease. 
Wilkins. 

Physicians and medical students are cordially invited to 


Dr. Carl K. 


Dr. Robert W. 


attend. 





POSTGRADUATE COURSES OF THE 
AMERICAN COLLEGE OF PHYSICIANS 

The Advisory Committee on Postgraduate Courses of 
the American College of Physicians has arranged for two 
one-week and one two-week courses to be given this yi 
These programs have been organized primarily for the 
fellows and associates of the college, but when facilities 
are available they will be open to those with ~— 
preliminary training who are now preparing to a 
either the requirements for membership in the college 
certification by the American Board of Internal — 
The registration fee for any course is $20 per wes 
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ayable in advance, but all medical officers of the armed 
st who are cordially invited to attend, will be ac- 
corded remission of the fee. 

The first course, to be held October 11 to 16 at the 
University of Illinois College of Medicine and the Pres- 
byterian Hospital, Chicago, will cover all aspects of endo- 
crinology. The second, to be held October 25 to 30 at the 
Roosevelt Hospital, New York City, concerns allergy and 
related topics. And the third, to be held November 8 to 
19 at various Philadelphia medical institutions, will deal 
with many aspects of medicine, including psychosomatic 
medicine, allergy, syphilis, blood diseases, cardiovascular 
diseases, peripheral vascular disorders, arthritis and re- 
lated conditions, gonorrhea, respiratory diseases, tubercu- 
losis, gastrointestinal diseases, chemotherapy, diagnostic 
roentgenology, psychiatry, metabolic problems, tropical 
medicine, tumors and legal medicine. 

Further details regarding these courses may be obtained 
from E. R. Loveland, Executive Secretary, American Col- 
lege of Physicians, 4200 Pine Street, Philadelphia 4. 





JOSEPH H. PRATT 

DIAGNOSTIC HOSPITAL 
Bennet Street, Boston 
Lecture Hall, 9-10 a.m. 


MepicaAL CONFERENCE PROGRAM 


Wednesday, October 6 — The Diagnostic Points in Shoul- 
der and Back Conditions. Dr. John D. Adams. 
Friday, October 8— Current Atypical Pneumonia. Dr. 

Maxwell Finland. 
Wednesday, October 13— Treatment of Burns and Burn 
Shock. Dr. Edward A. Cooney. 


Friday, October 15 — Herniated Intervertebral Disks. Dr. 
James L. Poppen. 

Wednesday, October 20— A Study of Pernicious Anemia. 
Dr. H. K. Katz. 

Friday, October 22— Some Observations on Heart Mur- 
murs. Dr. Samuel Levine. 

Wednesday, October 27 — A Clinical Discussion of Gran- 
uloma Inguinale with Differential Diagnosis. Dr. 
F. M. Thurmon. 

Friday, October 29 — Pulmonary Resection in the Treat- 
ment of Pulmonary Tuberculosis. Dr. Norman J. 
Wilson. 


On Tuesday and Thursday mornings Dr. Thannhauser 
will give medical clinics on hospital cases. 





FIFTIETH ANNIVERSARY OF TUFTS 
COLLEGE MEDICAL SCHOOL 


The final day of the program of the fiftieth anniversary 
of Tufts College Medical School will be held on Wednes- 
day, October 6, at 8 p.m., in the John Hancock Hall, 
90 St. James Street, Boston. 

The meeting will be opened by Mr. Harold E. Sweet, 
president of the Board of Trustees, Tufts College. Dr. 
Alonzo K. Paine, president, Tufts Medical Alumni Asso- 
ciation, will preside. Dr. Karl T. Compton, president, 
Massachusetts Institute of Technology, will speak on the 
subject, “Some Evolutionary Trends in Professional Edu- 
cation.” Captain A. Warren Stearns (MC), U.S.N.R., 
dean-on-leave, Tufts College Medical School, will give an 
address entitled, “In Retrospect.” A presentation of the 
book A History of Tufts College Medical School by Dr. 
Benjamin Spector will be made by Dr. Louis E. Phaneuf, 

(Notices continued on page xiii) 





LUASMIN (BREWER) 


ASILY ADMINISTERED 


CLINICALLY EFFECTIVE 


Indicated in the symptomatic and prophylactic 
relief of asthma and other allergic conditions* 


CAPSULES 
lor prompt and 
symptomatic 
relief 


given at 


One Luasmin capsule (plain) at bedtime usually gives 4 or 
One Luasmin tablet (enteric coated) 
at bedtime gives 4 or more hours of relief beginning 3% to 
5 hours after administration. The patient who has symp- 
toms during the first hours following retiring and also in 


more hours of relief. 


An Enteric Coated Tablet 


will act at 


oheut TABLETS 


for long range and 
prophylactic action 





the early morning usually can achieve a full night of uninter- 
rupted sleep by taking both a capsule and a tablet upon 


retiring. 


*A New Type of Medication to Be Used in Bronchial Asthma and Other Allergic Conditions. New England Journal of Medicine 223:843-846, 1940. 


MIWER & COMPANY, Inc. 


WORCESTER. MASS. 
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Cosmetics for years, as a routine pre- 


caution. Known irritants have been 
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removed or reduced to tenable mini- Mowe 
mums. You can recommend Marcelle 


hypo-allergenic Cosmetics with confi- 


dence. = - ‘Yom 
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«president of Tufts College Alumni Association and 
te" fts Medical Alumni Association, Commander 
ate W. Hogan (MC), U.S.N., senior medical 
iLfated Airplane Carrier Wasp, will speak 
“Navy Medicine on the Home Front and 
in Combat Areas,” and the final speaker will be Dr. Leon- 
ard Carmichael, president, Tufts College, whose subject is 
“ome Distinctive Characteristics of Medical Education at 


Bartholomew 
oficer of the 1 
on the subject, 


Tufts.” 





\EW ENGLAND HOSPITAL 
“oR WOMEN AND CHILDREN 

The monthly clinical conference and meeting of the 
staff of the New England Hospital for Women and Chil- 
dren will be held on Thursday, October 7, at 7:15 p.m. 
in the classroom of the nurses’ residence. Dr. Arthur 
Watkins will speak on “The Kenny Treatment of 
Poliomyelitis,” and the talk will be illustrated with lantern 
slides. ‘Dr. Madelaine R. Brown will be chairman. 





SOCIETY MEETINGS AND CONFERENCES 


Cuenpar oF Boston District FoR THE WEEK BEGINNING 
TuurspAy, OCTOBER / 


Tuvrspay, OCTOBER 7 
49.00-10:00 a.m. Medical clinic. Dr. S. J. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 
7:15 p.m. The Kenny Treatment of Poliomyelitis. Dr. Arthur 
Watkins. New England Hospital for Women and Children. 


Fray, Octoser 8 
*9.00-10:00 a.m. Current Atypical Pneumonia. Dr. Maxwell Finland. 
Joseph H. Pratt Diagnostic Hospital. 


Sarcnpay, OctoseR 9 
#10:00-11:30 a.m. Medical staff rounds. Peter Bent Brigham Hospital. 


Monpay, Octoser 11 
#]2:15-1:15 p.m. Clinicopathological conference. Peter Bent Brigha:a 
Hospital. 


Tvespay, Octosrr 12 
*9:00-10:00 a.m. Medical clinic. Dr. S$. J. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 
*12:15-1:15 p.m. Clinicoroentgenological conference. Peter Bent Brig- 
ham Hospital. 
2:00-4:00 p.m. Myasthenia gravis clinic. Out Patient Department, 
Massachusetts General Hospital. 





Weovespay, Octoser 13 
*9:00-10:00 a.m. Treatment of Burns and Burn Shock. Dr. Edward 
A. Cooney. Joseph H. Pratt Diagnostic Hospital. 
"12:00 m. Clinicopathological conference. Children’s Hospital. 


*Open to the medical profession. 


Octoser 6-29. Joseph H. Pratt Diagnostic Hospital. Medical conference 
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Channing Sanitarium 
EstasiisHep 1879 
A pleasant country community of cottages built for the 
homelike care and treatment of nervous patients. Separate 


cottage for the care of convalescent nonmental patients. 
Occupational therapy. Tennis court. Sports building. 


Jackson M. Tuomas, M.D. C.irrorp G. RounsEFELL, M.D. 
Superintendent ‘Resident Physician 


WELLESLEY, MASSACHUSETTS 
Telephone — Wellesley 0464 




















BREAST MILK 


may be obtained at the offices and 
laboratory of 


The 


Directory for Mothers’ Milk 


Incorporated 


221 Longwood Avenue, Boston 
Telephone BEA 5330 


Prices will be adjusted to make the milk available 
to all who need it 


Sent packed in ice to all parts of New England 




















Bournewood Hospital 
300 SOUTH STREET, BROOKLINE, MASS. 
Established 1884 


For a limited number of cases of mental and 
: nervous diseases 


POST OFFICE, CHESTNUT HILL 
Telephone PAR 0300 
Georce H. Torney, M.D. 



























I 








Washingtonian Hospital 


41 WALTHAM STREET, BOSTON, MASS. 
Founded 1841 


A non-profit-making, endowed institution, 
reorganized, for the 
MODERN TREATMENT OF MEN SUFFERING 
FROM ACUTE OR CHRONIC 


ALCOHOLISM 


JosepH THimann, M.D., Medical Superintendent 
Merritt Moors, M.D., Director of Research 
Visits by Psychiatric and Neurological Staff 

Consultants in Medicine, Surgery and the Specialties 
Rates Moderate 
For information: consult the Medical Superintendent 
Telephones: HAN 1750 and 1751 
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,young man emphatically stated: “I have been brought 
upon Pablum and still like it, but some days when I’m in the 
mood for oatmeal, nothing satisfies me like Pabena!” 


Nutritious, quick and easy to prepare, 
both products are for sale at drug stores. 


MEAD JOHNSON & COMPANY, EVANSVILLE, IND., U.S.A. 





